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BAL (2, 3-Dimercaptopropanol) in the Treatment of Massive 
Overdosage with Mapharsen 


CuHar.es D. Armstronc, M.D., Menlo Park, Witi1aAM J. FLeminec, M.D., Durham, N. C., and 
WituiaM G. THALMANN, Major M.C., San Francisco 


RITISH anti-lewisite, familiarly known as BAL, 
was developed during the last war as an antidote 

for the arsenical blister gases. Although distributed 
to troops principally in the form of ointment to be 
applied in case of conjunctival or cutaneous expo- 
sure, BAL has now been shown valuable in the treat- 
ment of systemic poisoning with arsenic, gold, mer- 
cury, cadmium, and lead. Most of these applica- 
tions were suggested by the extensive studies carried 
on in Britain and in this country. Some of the infor- 
mation gained in these investigations has been re- 
leased in the form of large symposia, the component 
parts of which concern the biochemistry,’ toxicology, 


pharmacology and experimental therapeutics,’ and 
clinical uses'* of BAL.* 


MODE OF ACTION OF BAL 


Peters, Stocken, and Thompson”! advanced the 
fundamental concept that agents which combine with 
and inactivate the sulfhydryl groups of the activating 
proteins of enzyme systems, will interfere with the 
activity of those systems. Thus the pyruvate oxidase 
system*> was found to depend upon the SH groups 
for its activity, and trivalent arsenicals were found 
to attack particularly those enzymes responsible for 
carbohydrate and fat metabolism.”® At first, thia- 
mine!’ and para-aminobenzoic acid** were used in an 
attempt to stimulate the disabled cellular economy. 
More promising was the finding” that arsenic and 
other heavy metals could be “detoxified” by giving 
compounds (particularly those with sulfhydryl 


From the Medical Service, Letterman General Hospital. 

The opinions expressed in this paper are those of the 
authors, and do not necessarily reflect the official opinion 
of the Medical Department of the United States Army. 

*BAL in a 10 per cent solution in 20 per cent peanut oil 
is available commercially. 


groups), whose thiol groups exerted a greater affinity 
for arsenic than that possessed by the attacked tissue 
thiols. Dithiol compounds particularly were able to 
form a relatively stable, non-toxic, ring form thioar- 
senate which appeared promptly in the urine.** A 
simple aliphatic dithiol, 2, 3-dimercaptopropanol 
(BAL), some of the BAL glucosides, and certain of 
the monothiols were the most useful of some 44 mer- 
captans tested in this regard.‘ The reaction is 
thought to be abetted by the similar spacial relation- 
ships of the SH radicals in the antidote and in the 
tissue proteins from which the heavy metal is dis- 
placed.*° The reaction of arsenic with BAL may be 
represented as: 

CH.SH 
CH SH 


CHS. AsR + HOH? 
5 2 
CH.OH ——> CH.OH 

BAL BAL—As Compound 

It seems very probable that other heavy metals be- 
sides arsenic combine with tissue proteins to inter- 
fere with tissue respiration,'* and also that they may 
be attracted from the tissue proteins by BAL with 
which they form excretable ‘compounds. In this 
group may be included antimony, bismuth (although 
urinary excretion does not rise), chromium, mer- 
cury, nickel,'** cadmium,’ vanadium, lead, stibium, 
and zinc.” 


+ RAsO 


CHARACTERISTICS AND TOXICITY OF BAL: 


2, 3-dimercaptopropanol is a colorless liquid with 
the typical skunk-like odor of the mercaptans. It is 
soluble in oil with the aid of a solubilizing agent such 
as 20 per cent benzyl benzoate, but it may also be 
prepared in an ointment base for percutaneous ad- 
ministration. On the skin BAL is painful, may form 
wheals,'”* and cutaneous sensitization has occurred.” 
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Intramuscular injection of the substance in oil is less 
disturbing, but is often followed by intense local pain 
and cellulitis.’* 

Unfortunately, BAL may itself be toxic to enzyme 
systems. With oxygen it destroys hemin or oxyhemo- 
globin, reacts instantly to form hemoglobin from 
methemoglobin, and keeps cytochrome C in a re- 
duced state.”® It may inhibit brain glycolysis and 
the action of insulin.”® In animals, sufficient doses 
may produce tremors, convulsions, coma, collapse, 
and death. Metabolic acidosis occurs with a lowered 
blood pH and CO, combining power, an increased 
serum lactic acid and amino nitrogen. Blood sugar 
rises initially but falls to hypoglycemic levels before 
death, and liver glycogen is reduced.'** 

It has been felt that the ready penetration of BAL 
into the cells** may accentuate its toxicity to tissue 
metabolism. Accordingly less diffusible glucosides 
of BAL have been used (BAL Intrav-9) to combine 
with arsenic which is free in the blood stream, 
which diffuses out of the cells, or which may be 
carried from the cells to the blood by a small non- 
toxic dose of BAL itself.’ 

Doses of BAL less than 3 mg. per kg. of body 
weight produce mild reactions in about 14 per cent 
of cases’* when administration occurs every four 
hours. Four-hourly doses of 5 mg. per kg. will cause 
symptoms in about 50 per cent of cases; a single dose 
of 8 mg. per kg. results in a marked reaction. Cumu- 
lative toxic effects which are absent with three- 
hourly administration of 5 mg. per kg. appear when 
that dose of the drug is given every two hours.’ 

Characteristic symptoms, aside from local pain 
and cellulitis, are transient. They include: variable 
elevation of the systolic and diastolic blood pres- 
sures, most marked 45-120 minutes after injection, 
usually returning to normal within two hours; peri- 
pheral vasoconstriction with small doses or vascular 
collapse with large doses; nausea and vomiting; a 
burning sensation of the lips, mouth, throat, and 
eyes, sometimes with accompanying rhinorrhea, 
lacrimation, and salivation; sweating of the fore- 
head and hands; burning and tingling of the ex- 
tremities; pain in the teeth; general muscular aches; 
and constriction in the chest and a feeling of anxiety 
and agitation. The symptoms usually reach a maxi- 
mum 10 to 30 minutes after injection and subside 
completely in the succeeding 20 to 50 minutes." 

Barbiturates have been suggested to diminish these 
effects,”* as has epinephrine subcutaneously, or ephe- 
drine sulphate (25 to 50 mg.) half an hour before 
the injection of BAL.” 


THERAPEUTIC USES OF BAL 


The dosage of BAL depends somewhat upon the 
metal causing the poisoning and the type and sever- 
ity of the intoxication. In the treatment of acute gold 
toxicity (including thrombocytopenia and agranulo- 
cytosis,'® 200 mg. of BAL given intramuscularly 
every four to six hours for ten doses has given good 
results; while 50 to 100 mg. twice daily for two to 
four days may relieve dermatitis.'’ It is interesting 
that arthritic symptoms may return following BAL- 


CALIFORNIA MEDICINE 


Vol. 69, No. 4 


displacement of gold from its connection with the 
tissue sulfhydryl groups.” Soluble, slowly absorbed 
forms of gold may be more readily displaced.” 

Mercury poisoning has been successfully treated 
in 25 of 26 cases by large doses of BAL: 5 mg. per 
kg. of body weight initially, followed by 2.5 mg. per 
kg. in two to four hours, and a third dose of the same 
size within the first 12 hours.*!* Treatment of this 
type begun within four hours of the poisoning will 
save patients who ingest up to 1.5 gm. mercuric 
chloride.’ , 

Because of its frequency, arsenic poisoning, and 
particularly poisoning with the therapeutic arseni- 
cals, has become one of the great fields of BAL 
usefulness. Several series of cases'” "5 have been 
reported. Eagle’ from the available evidence in 
his large series of cases has arrived at the following 
schedule of BAL dosage in arsenical poisoning: in 
severe complications (exfoliative dermatitis, enceph- 
alitis, blood dyscrasia, jaundice, massive overdose) 
—3 mg. per kg. of body weight every four hours for 
the first two days; every six hours for the third day, 
and twice daily thereafter for ten days, or until re- 
covery is evident; in mild complications (dermatitis, 
fever )—2.5 mg: per kg. body weight every six hours 
for the first two days, twice daily for the third day, 
and once or twice daily for the next ten or twelve 
days. Somewhat larger doses may be required for 
patients exposed to arsenical blister gas. It seems 
wise to err on the side of overdosage with BAL; 
inadequate or delayed treatment must be avoided. 

With such administration of BAL, urinary excre- 
tion of arsenic rises to a peak about two hours after 
each injection. In some cases it may be seen to 
decline gradually for 4-7 days as BAL is continued. 
In jaundiced patients, results of excretion studies 
are more equivocal.’ 3 

In Eagle’s series,""'” BAL therapy was associated 
with complete recovery of 44 of 55 patients with 
toxic encephalitis due to arsenic; of 10 of 11 patients 
with agranulocytosis; of every patient among 44 
with arsenical fever; and of none of three with 
aplastic anemia. In 88 cases of arsenical dermatitis 
(51 of these exfoliative) BAL usually stopped the 
progression of the dermatitis and encouraged heal- 
ing. Of 14 patients with jaundice (in whom needle- 
borne virus hepatitis must be considered), five 
showed prompt, and two debatable response to BAL 
treatment. 

Of therapeutic interest is the observation that 
trypanosomes and spirochetes inactivated by arsenic 
are resuscitated by BAL.'* 


CASE REPORTS 


We have recently observed the dramatic benefits 
of BAL in two patients, each of whom received, 
through inadvertance, the contents of a ten-dose 
ampule of mapharsen. The injections were given at 
close intervals. The mistake was immediately recog- 
nized, and we were called in consultation. BAL treat- 
ment was begun within 30 minutes, an intramuscular 
injection of 3 mg. BAL per kg. body weight being 
given as the initial dose. This dose was repeated 
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every four hours for the first two days, every six 
hours for the third day, and twice daily for eight 
days thereafter, and once upon the twelfth and last 
day of treatment. 

Urinary arsenic excretion levels were determined 
by the molybdenum blue method” every two hours 
during the first 24 hours, and subsequently upon 
aliquot parts of a 24 hour specimen. (See charts.) 


In view of the usual effects of arsenic upon the 
skin,!™ 76 blood,®:!2-15-23 kidneys,' liver,*-5-!?-78 
heart,’ and central nervous system,*”* the patients’ 
daily follow-up included: a physical examination, a 
complete hemogram, urinalysis, serum creatinine, 
thymol turbidity test, cephalin cholesterol floccula- 
tion test, Van den Bergh test, and electrocardiogram. 
The spinal fluid was examined twice. Bromsulfalein 
retention and blood cholesterol levels were deter- 
mined periodically in each patient. Observations 
were repeated when the patients were completely 
asymptomatic, six weeks after the overdose of 
mapharsen. The results of all examinations were 
within normal limits, with the exception of those 
findings noted in the following reports. 


Case 1.—The patient, a 30-year-old man, entered Letter- 
man General Hospital on 11 July 1947 for treatment of 
asymptomatic neurosyphilis. A diagnosis of secondary syph- 
ilis had been made in March, 1946, and the patient was given 
2,400,000 units of penicillin. At that time the spinal fluid, 
which contained 109 cells, was Wassermann negative. In 
August, 1946, the spinal fluid was Wassermann positive in 
all dilutions, with no pleocytosis. The patient received 
10,000,000 units of penicillin intramuscularly between 31 
October and 16 November 1946, and had 25 hours of thera- 
peutic malarial fever above 104° F. between 1 November 
and 9 November 1946. The reactions to Wassermann and 
Kahn tests of the blood remained positive. On 18 July 1947 
the spinal fluid Wassermann was still positive but results of 
Wassermann and Kahn tests of blood had become negative. 
It was decided to reinstitute treatment with penicillin, heavy 
metals, and typhoid induced pyrexia. 

On 2 August 1947, the patient was inadvertently given 600 
mg. of mapharsen (containing 174 mg. of trivalent arsenic). 
Nausea, vomiting, and some epigastric pain immediately fol- 
lowed the injection. BAL therapy was begun 30 minutes 
after the injection. The patient continued to feel nauseated, 
to vomit on occasion (the vomitus contained 1.2 mgm. of 
arsenic on analysis), and to have a loose, watery diarrhea 
without gross blood. He was, however, able to retain oral 
fluid and food, and, after the first 36 hours, became nause- 
ated only following the injection of BAL. 

Since completion of treatment, the patient has been entirely 
asymptomatic except for a slight scaly exfoliation of the 
skin of the hands and feet still noticed on 23 October 1947. 
Association between the BAL injection and arsenic excre- 
tion in the urine is noted in the accompanying charts 1 and 2. 
Serially repeated laboratory observations have revealed the 
following deviations from normal: Immediately following 
arsenic injection, the blood showed 4,000 leukocytes per cu. 
mm., of which 45 per cent were neutrophiles. On the second 
day, leukocytes had risen to 15,000 per cu. mm. with 78 per 
cent neutrophiles. The urine remained protein-free. Thymol 
turbidity test values rose to an abnormal level. A day after the 
injection the total Van den Bergh was 3 mgm. per 100 cc. 
but rapidly fell to normal limits. Six weeks following the 
last arsenic injection, the only abnormal laboratory finding 
was a persistently positive cephalin flocculation test of 3 
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TOTAL URINARY ARSENIC EXCRETION IN mg. 


SPECIMENS. ( MOLYBDENUM-BLUE METHOD ) 


ARSENIC CONTAINED IN 2 HR. QUANTITATIVE 


OURS AFTER INJECTI TION 600 
(174 mg. TRIVALENT ARSENIC) 


Chart 1.—Case 1: 


Arsenic Excretion in Urine, First day 
of BAL treatment. 


“No 


TOTAL URINARY ARSENIC EXCRETION 
mg. ARSENIC IN 24 HR. QUANTITATIVI 


on =e DAYS AFTER INJECTION OF 600 mg. MAPHARSEN 
_ (174mg. TRIVALENT ARSENIC ) | 


Chart 2.—Case 1: 
of BAL treatment. 


Arsenic Excretion in Urine, First week 


plus. The patient has received no medication except BAL 
since 2 August 1947. 


Case 2.—A 31-year-old Negro soldier entered Letterman 
General Hospital on 28 July 1947 with the diagnosis of rheu- 
matic pericarditis. In January and again in April, 1947, at an- 
other hospital, he had had several episodes of precordial 
pain on exertion, and was found to have electrocardiographic 
changes which were interpreted as indicative of pericarditis. 
At the time of entry into this hospital, the patient was en- 
tirely asymptomatic and physical examination was not re- 
markable, except for a soft blowing, apical systolic murmur. 
Serial electrocardiograms and review of previous electrocar- 
diograms were reported to show changes characteristic of 
sub-acute pericarditis, the cause of which was never deter- 
mined. Primary syphilis was treated in 1945 with an un- 
known amount of penicillin, arsenic and bismuth. ‘On eatry 
into this hospital, results of all laboratory examinations were 
within normal limits, except for positive reactions to Kahn 
and Wassermann tests of the blood. On 9 May, 1947, the 
blood contained 80 Kahn units, but the Wassermann reac- 
tion was negative. At this hospital repeated Wassermann 
and Kahn reactions were doubtfully positive and anti-com- 
plementary, and the highest Kahn titer that could be obtained 
was 4 units. Cardiolipin reaction was positive. The spinal 
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fluid was repeatedly Wassermann negative. The syphilolo- 
gist at this hospital considered this an instance of treatment 
failure, and advised anti-syphilis therapy to consist of 8,000,- 
000 units of penicillin with concomitant mapharsen and 
bismuth. 

Treatment was begun on the 25th of July, 1947. On the 
2nd of August, the patient inadvertently was given 600 mgm. 
of marpharsen intravenously. Extreme nausea followed, and 
the patient complained of abdominal cramps, and vomited. 
(The vomitus contained 2.5 mg. arsenic on analysis.) BAL 
treatment was instituted 30 minutes after injection. The 
symptoms rapidly subsided, and except for a few loose, 
watery bowel movements without blood, the patient re- 
mained asymptomatic. No symptoms followed BAL injec- 
tions. Urinary levels of arsenic with relation to the BAL 
therapy and pertinent laboratory data are shown in the ac- 
companying charts. Serial complete blood studies, liver func- 
tion tests and electrocardiograms did not reveal abnormali- 
ties. The patient remained entirely asymptomatic and six 
weeks following the arsenic injection, physical examination 
disclosed no abnormality. Results of all laboratory studies, 
including electrocardiograms, were also within normal lim- 
its. The Kahn titer remained 4 units. The cause of the pa- 
tient’s chest pain and abnormal electrocardiographic findings 
has not been determined. 


COMMENT 


In both of the cases presented the patients received 
a massive overdose of marpharsen and were promptly 
treated with BAL. Neither patient developed strik- 
ing signs of BAL toxicity or the visceral toxic effects 
usually attributed to arsenic poisoning. The tran- 
sient bilirubinemia and persistently positive reaction 
to the cephalin cholesterol flocculation test seen in 
Case 1 are of doubtful significance. The urinary 
excretion of arsenic during the BAL treatment of 
these patients is summarized in Table 1. 


BAL TREATMENT OF MASSIVE OVERDOSAGE WITH 
MAPHARSEN 


Massive overdosage with the therapeutic arseni- 
cals is distressingly common.*:®:® 1?-3.26 Particularly 
frequent is the accidental administration of the con- 
tents of a ten-dose mapharsen vial (600 mg. of ma- 
pharsen or 174 mg. of arsenic). The ordinary result 


Taste 1.—Urinary Excretion of Arsenic on BAL Treatment 
Case 1 Case 2 


Trivalent Arsenic Injected 174.0 mg. 174.0 mg. 
At the end of first 12 hours: 
Total BAL injected 
Urinary Arsenic: 
Total excr. in mg 
Total excr. as per cent of 
injected Arsenic 
At the end of second 12 hours: 
Total BAL injected 
Urinary Arsenic: 
Total excr. in mg 
Total excr. as per cent of in- 
jected Arsenic 
At the end of the fifth day: 
Total BAL injected 
Urinary Arsenic: 
Total excr. in mg 
Total excr. as per cent of in- 
jected Arsenic 


750 mg. 
12.4 mg. 
7.1% 


12.4 mg. 
7.1% 

5000 mg. 

51.9 mg. 
30.0% 
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¥=600 mg. MAPHARSEN LV. 
AT 1000-2 AUG.’ 47 | 
vs 260mg. BAL 1M. 
BEGUN AT 1030 2 AUG. 47 


CHART I 
CASE 2. 


& 
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{ MOLYBDENUM-BLUE METHOD ) 


TOTAL URINARY ARSENIC EXCRETION IN 
ARSENIC CONTAINED IN 2HR. QUANTITATI 


SPECIMENS. 


HOURS AFTER INJECTION OF 600 mo. MAPHARSEN, 
( 174mg. TRIVALENT ARSENIC ) 


Chart 3.—Case 2: 
of BAL treatment. 


Arsenic Excretion in Urine, First day 


. PER DAY. 
| TOTAL DOSE BAL IN mg Fea oe, 


1000 = 500 


® Gi 


CHART Ir 
CASE 2. 


TOTAL URINARY ARSENIC EXCRETION IN 
mg. ARSENIC IN 24HR. QUANTITATIVE — 
pee ( MOLYBDENUM-BLUE METHOD ) 


DAYS “AFTER INJECTION OF 600 mg. *MAPHARSEN 
( 174 mg. TRIVALENT ARSENIC ) 


Chart 4.—Case 2: 
of BAL treatment. 


Arsenic Excretion in Urine, First week 
in such cases before the advent of BAL is well repre- 
sented by Rathmell’s description® of the case of a 
man who rapidly developed marked hepatomegaly, 
jaundice, hematemesis, hematuria, albuminuria, and 
nitrogen retention, and died in coma 72 hours after 
the arsenical injection. Postmortem examination 
showed multiple _petechial hemorrhages, acute 
hepatic necrosis, kidney necrosis, and a bone mar- 
row condition said to be indistinguishable from that 
found in the nutritional anemias. 

Following the introduction of BAL, such mal- 
adroitness has rarely led to death. Eagle’® discusses 
the treatment of four patients who received 7 to 20 
times the usual dose of arsenic. The first patient re- 
ceived 600 mg. of mapharsen and was treated with - 
2.6 mg. of BAL per kg. body weight within 30 
minutes. The symptoms of poisoning disappeared 
within 30 minutes. The patient was given 1500 mg. 
of BAL during the next four days. Asymptomatic 
jaundice appeared on the second day; the icterus 
index was 65 units on the fourth day, and 30 units 
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on the sixth day. The patient recovered completely. 
Eighty mg. of arsenic, or almost half the dose re- 
ceived, was excreted in the urine within the first five 
days. The second patient was given only 400 mg. o 
mapharsen and recovered with 900 mg. of BAL 
given over six days. The third patient developed 
abdominal pain and clammy perspiration following 
600 mg. of mapharsen. Adequate BAL therapy was 
begun in 24 hours, and recovery was complete. The 
fourth patient received 1200 mg. of mapharsen and 
was given only three injections of 150 mg. BAL. 
He died despite an initially favorable response. 


CONCLUSIONS 


BAL is effective in the control of heavy metal 
poisoning by virtue of its ability to displace the 
metals from the sulfhydryl groups of the tissues 
where their presence interferes with cellular metabol- 
ism. It must be remembered, parenthetically, that 
where the metal exerts a beneficial action, as with 
therapeutic amounts of gold and arsenic, this action 
may be lost when the sulfhydryl groups are freed. 
Despite its own features of toxicity, BAL may now 
be considered the treatment of choice in poisoning 
with gold, mercury, or arsenic. In massive arsenical 
overdosage, due most often to confusion of the one- 
dose and ten-dose mapharsen ampules, early and 
adequate treatment with BAL may be expected to 
save life and allow complete recovery. This is dem- 
onstrated by the two cases presented. Urinary arsenic 
excretion studies made in these two instances indi- 
cate a striking increase in arsenic excretions during 
the second 12 hours of BAL therapy (when about 
1,000 mgm. of BAL has been given). The total 
arsenic excreted in the urine amounted to about 
30 per cent of the arsenic which was injected. 


SUMMARY 
1. BAL (2, 3-dimercaptopropanol) is briefly dis- 
cussed, its value in the treatment of heavy metal 
poisoning with gold, mercury, or arsenic is empha- 
sized, and dosage schedules are reviewed. 


2. Two cases are presented in which BAL therapy 
completely counteracted the effects of a 600 mg. 
dose of mapharsen. Data are presented on the urinary 
excretion of arsenic under the influence of BAL. 

1111 University Drive, Menlo Park. 
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Treatment of Duodenal Ulcer by Conservative Gastric 


Resection with Partial Vagotomy 


ARNOLD STEVENS, M.D., Los Angeles 


ij on recent introduction by Dragstedt and his 
associates of complete double vagotomy in the 
treatment of peptic ulcer has been received with con- 
siderable enthusiasm. Although this is a worthy con- 
tribution, a word of caution is probably in order. 
Granted that complete vagotomy has so far seemed 
to effect a clinical cure in most cases of duodenal 
ulcer, there are certain theoretical and practical ob- 
jections to the use of this procedure. 

Theoretically, the vagus nerves are among the most 
important in the body. They constitute the parasym- 
pathetic nerve supply of a large portion of the abdom- 
inal viscera, including the stomach. So far as the 
stomach is concerned, a variable degree of cardio- 
spasm, pylerospasm, and gastric atony should result 
from the complete severance of the vagus nerve fibers. 
Furthermore, vagus section alone does not attack the 
so-called hormonal factor in the secretion of gastric 
acid, which is proven by the response of vagotomized 
patients to histamine. Some observers have stated that 
this factor is unimportant. This viewpoint, however, 
is debatable. Lahey and others have effected a cure 
in certain cases of stomal ulcer following gastric re- 
section, where it was necessary at the initial opera- 
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tion to leave a small portion of the pyloric antrum, by 
subsequently reoperating upon the patient and re- 
moving this portion of the stomach. 

From a practical standpoint, disturbance of motil- 
ity of the stomach has seemed to be the most impor- 
tant objection to the procedure. Most surgeons advo- 
cating vagotomy have stated that gastric retention fol- 
lowing vagotomy is of a transient nature. In the ex- 
perience of certain others, this has not consistently 
been the case. McIntyre, Kipen, and the writer, on 
the joint graduate teaching service of the University 
of Southern California, the College of Medical Evan- 
gelists, and the University of California at Los An- 
geles, have recently started to recheck vagotomized 
patients who were operated on approximately a year 
ago at the Veterans Hospital at Sawtelle. So far, ten 
patients have been called back for reexamination. 
The studies made on these patients include roentgeno- 
grams of the stomach following a standard barium 
meal. This has been completed on the ten patients. 
In five cases in which vagotomy alone was performed 
the emptying time of the stomach in one was normal. 
In the other four there was a 24-hour retention of 
barium of from 30 per cent to 85 per cent. One pa- 
tient with 70 per cent retention had two small gastric 
ulcers demonstrated by roentgenographic and gastro- 
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scopic examination. In the four cases vagotomy 
seems to have been complete, as indicated by the 
insulin tests made at this time. In all these cases the 
stomach had emptied in four hours or less before 
vagotomy. 

In the remaining five cases, one patient, ten months 
after vagotomy for stomal ulcer had been done fol- 
lowing gastric resection, showed some retention of 
barium at the end of ten hours, although the stomach 
was practically empty in six hours. In four cases sup- 
plementary gastroenterostomy had been done in con- 
junction with vagotomy, and in two of these the 
stomach was practically empty of barium in six hours 
while in the other two there was 75 per cent retention 
at the end of that time. All these patients had well 
placed posterior gastroenterostomies. 

There is a current trend toward combining vagot- 
omy with gastroenterostomy. There seem to be at 
least two objections to this procedure. In the first 
place, it is difficult to evaluate the results of a single 
procedure, as vagotomy, when combined with another 
procedure such as gastroenterostomy, particularly 
when this latter procedure alone appeared to afford 
excellent results in the treatment of duodenal ulcer 
for a great period of time. Many patients having 
gastroenterostomy seemed clinically cured for many 
years until stomal ulcers developed. The second the- 
oretical objection to gastroenterostomy is that mak- 
ing a new opening in the stomach does not attack 
the basic cause of retention, namely, atony. In the 
studies at Sawtelle pylorospasm, cardiospasm, and 
diarrhea have not been important sequelae of vagot- 
omy from a practical point of view. The investiga- 
tions at the Veterans Hospital will include the recheck 
with barium of the emptying time of the stomach in 
all cases in which vagotomy, combined with gastroen- 
terostomy, was done about a year previously. When 
the study is completed this year, it will be reported. 

Complications such as hemorrhage, perforation, 
and complete obstruction from recurrent ulcers fol- 
lowing vagotomy have resulted in death in a few 
cases, although not in sufficient number to condemn 
vagotomy. 

Gastric resection, with the removal of three-fifths 
of the stomach and the ulcer-bearing portion of the 
duodenum, has stood the test of time probably as 
well as or better than any of the surgical procedures 
heretofore used in the treatment of duodenal ulcer. 
Although the results, on the whole, have been good, 
unpleasant complications, including stomal ulcer, 
occur. Fatalities sometimes result from the blowing 
out of the duodenal stumps. Experimental data ap- 
parently applicable to this procedure are somewhat 
confusing. James Watson, working in the laboratory 
of Frank Mann at the Institute of Experimental Medi- 
cine at Rochester, Minnesota, performed fundusecto- 
mies on dogs which included the removal of most of 
the acid-secreting cells of the stomach. Reductions 
in both free and total hydrochloric acid were noted 
immediately after operation on dogs in which exten- 
sive resection was done. In subsequent operations 15 
to 18 weeks later, the acid curve was elevated and in 
six months reached a point practically as high as it 
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was preoperatively. This work suggests that the re- 
moval of the acid-bearing glands of the stomach will 
not eradicate the acid factor in the production of 
ulcer. On the other hand, Priestley’s work on ani- 
mals in the same institution implies that removal of 
the hormonal factor in the pyloric portion of the 
stomach alone is not of major importance in the cure 
of ulcer. However, as mentioned before, stomal 
ulcers following exclusion operations where a portion 
of the pyloric antrum has been left intact have been 
cured by subsequently removing this remaining por- 
tion. This clinical observation is difficult to dispute. 


Figure 1 Figure 2 


In an attempt to improve the results of radical 
gastric resection and to make the operation safer so 
far as leakage from the duodenal stump is concerned, 
Stevens, Sloan, and Danglade, a few years ago, began 
to utilize the combined procedures of conservative 
gastric resection and partial vagotomy. The purpose 
of this procedure is to attack both the hormonal and 
nervous phase of the secretion of gastric acid with- 
out the removal of the duodenal ulcer itself. It was 
believed unwise because of the importance of the 
vagus nerves, considering parasympathetic distribu- 
tion, to divide both nerves completely. To use a sim- 
ple hypothesis: If an electric light bulb is likely to 
burn out because of too strong a current, is it better 
to cut off the current entirely and substitute candle- 
light or to reduce the electric current to the point that 
the bulb gives a satisfactory light without burning 
out? The answer would seem to apply to complete 
and partial vagotomy. 

Clinical and experimental studies, however, indi- 
cate that partial vagotomy alone will not effect a cure 
of duodenal ulcer. Granted that this is true, will a 
combination of this procedure and removal of the 
gastric hormonal element result in clinical cure of 
this lesion? 

The answer may be supplied at some later date by 
follow-up studies of a series of patients which the 
author has treated by this method. In this series the 
vagus nerve fibers accumulating on the lesser curva- 
ture of the stomach were included in a mass ligation 
and division of the coronary artery high on the lesser 
curvature. (According to the anatomical dissections 
of Dragstedt, this should include at least 75 per cent 
of the fibers of both vagus nerves. (Figures 1 and 2) 
The procedure is simple and is not time-consuming. 


Approximately one-half of the stomach, including 
the pyloric portion, was removed rather than the con- 
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TABLE 1.—Results Following Complete Vagotomy 


Post-op 
Free HCL 
Clinical Units 


12 
15 
0 
20 
5 
20 
20 
0 
0 
5 


9.7% 


Pre-op 
Free HCL 
Clinical Units 


TaBLe 2.—Results Following Combined Partial Vagotomy 
and Conservative Gastric Resection 


Post-op 
Free HCL 
Clinical Units 


Pre-op 
Free HCL 
Clinical Units 
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ventional three-fifths of the stomach. (Since it is dif- 
ficult, at best, for the surgeon to determine exactly 
what proportion of the stomach he is removing, if 
. doubt exists, a larger rather than a smaller amount 
should be removed.) Experience has shown that re- 
moval of less than one-half of the stomach results in 
the frequent occurrence of stomal ulcer. Removal of 
half of the stomach eliminates part of the acid glands 
and a large part of the chemical phase of the secre- 
tion of gastric acid. The so-called hormonal factor 
is not entirely eliminated, however, as has been indi- 
cated by postoperative studies with histamine. The 
postoperative reduction of gastric acid, following this 
relatively conservative combination of procedures, is 
more consistent than that following complete double 
vagotomy alone. This is illustrated by Charts 1 and 
2. The data on the ten cases shown in Chart 2 are 
typical of the series as a whole. Insulin tests which 
have been made recently showed a reduction of free 
hydrochloric acid from an average of 69 per cent pre- 
operatively to an average of 17 per cent postoper- 
atively. This suggests that partial vagotomy as exe- 
cuted in this series is effective. 

As previously stated by Stevens, Sloan and Dan- 
glade, it is not necessary to include removal of the 
duodenal ulcer with gastric resection to cure the 
lesion. On the other hand, the poor results with ex- 
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clusion operations show that it is necessary to remove 
all of the-pars pylorica. In our series the indications 
for operation were largely obstruction and repeated 
hemorrhage. Approximately 40 per cent of the cases 
were in the latter group. There has been no recur- 
rence to date, and in none of the cases was the ulcer 
removed. In our series the stomach was divided at or 
just below the gastroduodenal junction. Rather than 
dissect the posterior wall of the duodenum, which 
heals poorly, from the head of the pancreas, the cap- 
sule of the pancreas, which heals rapidly, was used as 
a reinforcing layer in the closure of the duodenal 
stump. Some surgeons have objected to this method 
because of what they consider likely morbidity from 
leakage of the duodenal stump even though they 
grant it is not necessary to remove the ulcer. In our 
series, however, there has not been a single incidence 
of leakage. 

It is planned to report, in detail, the postoperative 
results in this series of cases five years after the one- 
hundredth operation. To those using this procedure, 
results so far seem better than with other procedures 
they have tried. This is merely a preliminary report, 
however, and no deductions are justified at this time. 
It is hoped that those so inclined will use the method 
of conservative gastric resection and partial vagot- 
omy, as described herein as a check on this study. 

Probably most surgeons whose results have been 
good with conventional gastric resection should con- 
tinue to utilize the procedure until time has proven 
other methods to be superior. This excepts the cases 
with stomal ulcer following high gastric resection 
for which complete vagotomy is probably the treat- 
ment of choice. By the same token, it seems reason- 
able that those interested and experienced in the prob- 
lem of vagotomy should continue with this impor- 
tant study. As Berne has aptly stated, the present 
status of vagotomy is that of an uncompleted experi- 


ment. 
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Orthostatic Hypotension and Orthostatic Tachycardia 


New Clinical Observations, Successful Treatment with 
Paredrine, and Review of Literature 


Anton S. Yuskis, M.D., San Diego, and Georce C. GrirritH, M.D., Pasadena 


nea AND Ecc.eston’ in 1925 first described 
orthostatic hypotension and since then relatively 
few reports have been recorded in the literature. Or- 
thostatic hypotension is characterized chiefly by a 
sudden, sharp decrease in blood pressure when the 
afflicted patient assumes the upright position; and 
when the blood pressure reaches a low level, weak- 
ness and syncope result. The characteristic signs and 
symptoms are faintness, weakness, dimness of vision, 
severe headache, arrhythmias and syncope. When 
the patient assumes the erect position, especially after 
arising in the morning, or after exertion or fatigue, 
deficient perspiration, localized or generalized, and 
impaired renal function or oliguria may occur. In- 
tolerance to heat, especially during t er, im- 
potence, and a positive reaction to the Flack't test are 
usually present. The blood pressure when the patient 
is supine is usually normal but in the standing posi- 
tion the systolic blood pressure may fall below 50-60 
mm. of mercury. Faintness, dizziness, or syncope 
may follow. If a patient has exhaustion in the morn- 
ing which decreases during the day, or dimness of 
vision or syncope which occurs on assumption of the 
erect position and disappears when supine, or if there 
are episodes of diminished sweating or of syncope 
inadequately explained, orthostatic hypotension 
should be suspected. The occurrence of orthostatic 
tachycardia with orthostatic hypotension has been 
often observed. 

This condition has been considered by some to be 
the result of failure of adequate constriction of arte- 
rioles or a defect in the function of the sympathetic 
nervous system when the patient stands. Many ob- 
servers®*** have emphasized the relationship be- 
tween orthostatic hypotension and disease of the ner- 
vous system. Others 5: 9 15, 19, 20, 23, 26, 27,31 have 
confirmed these observations and interpretations and 
have also advanced the possibility of the essential 
lesion in the hypothalamic region subserving the au- 
tonomic functions. Still others! 25 have emphasized 
the syndrome on the basis of disease of the peripheral 
autonomic nerves. It has been demonstrated repeat- 
edly that this syndrome may occur in cages in which 
no disease of the nervous system could be discovered 
by clinical means. 


From the Department of Internal Medicine, Cardiology, 
Graduate Division, University of Southern California School 
of Medicine and the Medical Service of the Los Angeles 
County General Hospital. 

The paredrine used was made available by the Smith, 
Kline and French Laboratories, Philadelphia. 

Read before a joint meeting of the Section on General 
Medicine and the California Heart Association at the 76th 
Annual Session of the California Medical Association in 
Los Angeles, April 30-May 3, 1947. 


Other studies’: 1 11, 14, 21, 22, 28,30 have suggested 
that the defect in postural adaptation is not a defect 
in arteriolar vasoconstriction but rather one in main- 
tenance of adequate return of venous blood to the 
heart and that this is an essential factor in the pro- 
duction of orthostatic hypotension and orthostatic 
tachycardia”: 10: 11, 14, 21, 22, 28,30. Failure of venous 
return produces a marked decrease of the filling of 
the heart, decreased cardiac output, and, subse- 
quently, diminution of the peripheral pulse. 

MacLean, Allen and Magath?? stress the point 
that a considerable amount of work has been focused 
on the nervous influences on the arterial side of the 
vascular system while the role of the autonomic ner- 
vous system in the maintenance of capillary-venous 
tone has been neglected. They” have classified this 
syndrome into two groups: Group 1—inconsistent 
orthostatic failure of venous return; group 2—con- 
sistent orthostatic failure of venous return. Under 
group | are classified those patients who may or may 
not demonstrate at any one time the classical signs 
and symptoms of failure of venous return in the 
erect posture, namely, weakness, faintness, and occa- 
sional syncope, associated with orthostatic hypoten- 
sion or tachycardia. Both the signs and symptoms 
disappear in the recumbent position. Usually, no ob- 
jective evidence of organic dysfunction of the auton- 
omic nervous system can be demonstrated. Group 2 
is composed of those patients in whom objective dis- 
orders of the autonomic nervous system are common. 
These patients are those who are suffering from 
tabes dorsalis, diabetic neuritis, combined sclerosis 
of pernicious anemia, exophthalmic goitre, diabetes 
insipidus, disseminated sclerosis, hypopituitarism 
with chromophobe adenoma, syringomyelia, Adie’s 
syndrome, myosthenia gravis, Addison’s disease, and 
sprue. To this group belong, also, those patients who 
have undergone extensive sympathectomy for hyper- 
tension and who have a consistent orthostatic defect 
of venous return for a variable period after operation. 

Minor grades of circulatory disturbances may be 
seen in effort syndrome and convalescence following 
infectious diseases. 

The treatment of orthostatic hypotension has con- 
sisted of various mechanical procedures such as tight 
abdominal and leg binders and the “head-up” sleep- 
ing position, the avoidance of any type of strenuous 
exertion on warm days and the use of various vaso- 
constrictors as well as an increased oral intake of salt 
and small doses of desoxycorticosterone™® 7 * !* 1% 
15, 17, 18, 27. Efforts to find a satisfactory remedy for 
orthostatic hypotension have been disappointing. 
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This is especially true of sympathomimetic or vaso- 
constricting drugs. Usually the dosage of paredrine 
used had been small and the beneficial results only 
temporary. 

Since wide variations of blood pressure, heart rate 
and symptoms may occur, a study of patients who 
have orthostatic hypotension requires careful control 
with regard to external temperature, hydration of the 
body, and the intervals between feedings. Clinical 
observations under controlled conditions are pre- 
sented on four patients who had marked, consist- 
ent defects of venous return. The effect of the pos- 
tural state on the vascular pattern of the retinal ves- 
sels and the cardiac rhythm is demonstrated. The 
effect on the venous return by a single large oral dose 
of paredrine is shown. The treatment has been symp- 
tomatic and no claim to a cure is made. 


CASE REPORT 


The following case report demonstrates the effect 
of posture on the retinal vascular pattern, venous 
pressure, and circulation time: 

A white man, diabetic, aged 23 years, entered the Los 
Angeles County General Hospital on August 20, 1946, com- 
plaining of diarrhea, numbness of his lower extremities, im- 
potence, marked weakness, dizziness, severe headache with 
blurring of vision and occasionally syncope which occurred 
after getting out of bed in the morning. The patient stated 
that he had to lie down to obtain relief, that his symptoms 
were much worse in the morning and that he progressively 
improved as the day advanced. The patient perspired lightly 
over his face and neck and was intolerant to heat. 

Pallor and a dry, scaly skin were noted in the general phys- 
ical examination of the patient, who appeared much younger 
than his stated age. The brachial blood pressure in the 
supine position was 105 mm. of mercury systolic and 75 mm. 
diastolic, and the pulse rate was 86. When the patient had 
been erect for one minute the systolic blood pressure had 
dropped to 80 mm., the diastolic blood pressure to 68 mm., 
the pulse rate had increased to 96 and he began to complain 
of weakness, dizziness, headache and blurring of vision. 
After two minutes of standing the blood pressure was 30 
mm. systolic and 0 diastolic, and the pulse rate 120; and 
before the pulse rate could be taken again, the impulses be- 
came very feeble and rapid and the patient collapsed. After 
the patient had been in bed in a supine position for one min- 
ute, almost all the symptoms disappeared. 

The carotid sinus syndrome was absent and there was no 
clinical evidence of Addison’s disease. Pulse rate and blood 
pressure readings are summarized in Table 1. 
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The venous pressures and the circulation times as deter- 
mined by using 20 per cent sodium decholin, studied in the 
various positions are shown in Table 2. 

The retinae were studied to determine if changes in the 
vascular pattern occurred with changes in posture. Interest- 
ing changes, not previously described, were observed and 
these observations are shown in Table 3 and in the colored 
plates made from paintings of the fundi. 

\Ephedrine was given at first in treating the orthostatic hy- 
potension, but no improvement was noted. Paredrine was 
administered in doses of 20 to 60 mgm. four times a day 
without much effect. Since the symptoms occurred immedi- 
ately after the patient arose in the morning, it was decided to 
use a large single dose of paredrine, orally, 30 to 60 minutes 
before he got out of bed. Paredrine was administered in sin- 
gle doses as high as 200 mgm. without any undesirable reac- 
tions, and a dose of 160 mgm. was finally found to be effective. 
After the administration of paredrine the patient did not 
complain of marked weakness, severe headache, dizziness or 
blurring of vision and syncope did not occur. The patient was 
then able to be up and about for the remainder of the day. 

Before treatment with paredrine, the blood pressure would 
drop to about 30 mm. of mercury systolic and 0 diastolic, 
whereas after the use of paredrine the lowest recording was 
70 mm. systolic and 40 mm. diastolic. Other effects noted are 
shown in Table 4. 

Course: This patient took 160 mgm. of paredrine, daily, in 
a single dose, orally, for four and one-half months with com- 
plete relief of symptoms and without toxic effects. It was im- 
possible to follow him for a longer period, as he moved away 
from this area. 


TABLE 1 
Blood 


Position Pressure Pulse 
105/75 84 
Supine with legs elevated..............120/80 80 
Supine at 30° angle 94. 
Standing: 
96 
110 
120 to? 


TABLE 2 


Circulation Time Venous Pressure 
Position Arm-Tongue in Seconds MM. Water 
0°—65 
Supine with legs elevated 
Supine at 30° angle.............. 20 45°—78 


TaBLe 3.—Retinal Vascular Patterns 


Position 


Supine with legs 
elevated 


Supine at 30° 


Standing 


Before Treatment 
Normal. 


Increased redness disc and 
fundus, marked distention and 
tortuosity of veins and less 
streaking of arteries. 


Slight pallor of disc, smaller 
veins. 

Marked pallor of disc and fun- 
dus, veins empty before ar- 
teries, both arteries and veins 
are narrow and faintly visible. 


After Treatment 
Normal. 


Slight to moderate distention 
veins. No apparent change 
noted in arteries. 


No apparent change. 


Slight pallor of disc and fun- 
dus. Arteries and veins well 
filled and clearly visible. 
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TaBLe 4—Blood Pressure 





Treatment 
Before After 
110/80 
116/80 
110/80 


80/60-90/65 


Position 


Supine with legs elevated 
Supine at 30° angle 
Standing 


Supine with legs elevated 
Supine at 30° angle 
Standing 


CASE REPORT 


The following case is similar to the first one and 
demonstrates the effect of posture upon the retinal 
vascular pattern and the effective control of venous 
return with paredrine: 


A woman, aged 37, complained of dizziness, blurred vis- 
ion, weakness, headache and faintness of two years’ duration. 
The carotid sinus syndrome was absent and general phys- 
ical examination disclosed no abnormality. The brachial 
blood pressure in the supine position was 108 mm. of mercury 
systolic, 80 mm. diastolic, and the pulse rate was 72. In the 
supine position with the legs elevated the blood pressure was 
128 systolic, 78 diastolic and the pulse rate 80. With the 
patient in the erect position, at the end of two minutes the 
blood pressure was 80 systolic, 58 diastolic, the pulse rate 
100 and the patient became very weak, dizzy and almost col- 
lapsed. The effects of posture upon the vascular pattern of 
the retina were similar to those observed in the first case de- 
scribed. Paredrine, orally, in a single daily dose of 100 mgm. 
45 minutes before arising has controlled this patient’s 
symptoms. 


CASE REPORT 


The following report illustrates a typical case of or- 
thostatic hypotension in which effective control was 
not obtained with the administration of divided doses 
of paredrine but was achieved after a large single 
dose was administered: 

A man, aged 55 years, complained of dizziness, weakness, 
dimness of vision and headache of several years’ duration. 
The carotid sinus syndrome was absent. No abnormality was 
noted upon general physical examination. The blood pres- 
sure in the supine position was 110 mm. of mercury systolic, 
76 mm. diastolic, and the pulse rate was 76. With the pa- 
tient in the supine position with the legs elevated, the blood 
pressure was 122 mm. systolic, 80 mm. diastolic, and the 
pulse rate was 80. With the patient in the erect position, after 
three minutes of standing, the blood pressure was 84 mm. 
systolic, 60 mm. diastolic and the pulse rate 100. Paredrine, 
40 mgm. three times a day and then every four hours, did 
not improve the patient’s condition but when it was given 
in a single daily dose of 100 mgm. orally, 30 minutes before 
the patient arose, the symptoms were controlled effectively. 


CASE REPORT 


The following report of a typical case of ortho- 
static hypotension demonstrates the effect of posture 
on cardiac rhythm. This observation has not been 
previously described: 

A physician, aged 52 years, had known that he had ortho- 
static hypotension with the usual symptoms and a postural 
cardiac arrhythmia for many years. The carotid sinus syn- 
drome was absent and no abnormality was noted upon gen- 
eral physical examination. The blood pressure in the supine 
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position was 104 mm. of mercury systolic and 70 mm. dias- 
tolic, and the pulse rate was 78. In the supine position with 
the legs elevated the blood pressure was 122 mm. systolic, 
80 mm. diastolic, pulse rate 76. With the patient in the erect 
position, at the end of two minutes the blood pressure was 
74 mm. systolic, 50 mm. diastolic, and the pulse rate 110. 
The electrocardiographic tracings (Figure 1) showed the on- 
set and offset of arrhythmia due to the effect of posture. The 
tracings showed a change from normal sinus rhythm to 
premature contractions of auricular and ventricular origin to 
auricular fibrillation on assuming the erect position. The 
reverse was true when the patient assumed the supine posi- 
tion with the legs elevated. The blood pressure rose to nor- 
mal (122 mm. systolic, 80 mm. diastolic) with a pulse rate 
of 76, and the arrhythmia reverted to normal sinus rhythm. 
Paredrine in a single daily dose of 140 to 160 mgm. taken 
orally one hour before arising in the morning controlled this 
patient’s symptoms and arrhythmia. 


Figure 1. Above, Onset; Below, Offset. 


COMMENT 


It appears that the essential factor in the syndrome 
of orthostatic hypotension and orthostatic tachycar- 
dia is the failure of return of an adequate amount of 
venous blood to the heart. This defect of venous re- 
turn becomes evident in a very short time after the 
patient stands; conversely, adequate circulation, a 
normal heart rate and blood pressure follow the re- 
sumption of a supine position. 

The cause of this disorder appears to be gener- 
alized abnormally low venous capillary tone. In the 
syndrome of orthostatic hypotension, pooling of ab- 
normal quantities of blood occurs caudad as the pa- 
tient assumes the erect position and the elimination 
of this syndrome occurs when the pool of blood is 
shifted cephalad either with or without elevation of 
the lower extremities with the patient in the supine 
position. However, when the legs are elevated the 
syndrome is eliminated sooner. Because of this pool- 
ing of blood, with the patient in the erect position, 
failure of normal venous return occurs, resulting in 
anoxia with its signs and symptoms. 

New clinical evidence to support this view is 
strongly suggested by the following observations: 

1. With the patient in the supine position, eleva- 
tion of the legs produces an increased hyperemia 
with distention and tortuosity of the retinal vessels, 
slight elevation in blood pressure, slight decrease in 
pulse rate and a shortened circulation time. When the 
legs are lowered, with the patient still in the supine 
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position, the retinal vessels become smaller in diame- 
ter, producing a decreased hyperemia of the retinae. 
With the patient in the upright position, the reverse 
occurs and the circulatory defect as seen in the reti- 
nae is marked and is characterized by pallor of the 
disc and fundus due to the decreased amount of 
blood in the retinal vessels with an associated drop 
in blood pressure, increased pulse rate and venous 
pressure and a prolonged circulation time. Resump- 
tion of the supine position abolishes these phe- 
nomena. 

2. The effect upon the heart is shown by the ab- 
normal cardiac rhythm and by the depression of the 
S-T segments in the electrocardiogram. The mech- 
anism responsible for these changes is due to the de- 
creased venous return to the heart and the resulting 
anoxia of the myocardium. Wiggers”® states that 
pathological studies suggest that localized interfer- 
ence with the natural blood supply is one of the most 
common factors. Special regions of the nodal and 
conducting tissue are supplied with individual coro- 
nary artery branches, experimental ligation of which 
almost invariably leads to disturbances of conduc- 
tion or rhythm. Katz’® states that in electrocardio- 
grams of a patient with orthostatic hypotension, 
there may be S-T-T changes on the patient’s assum- 
ing the upright position and that these changes dis- 
appear if the standing posture is maintained. Such 
changes were not noted in patients observed by. the 
author of this presentation. 

The mechanism responsible for the maintenance 
of normal capillary venous tone or postural vascular 
adaptation is not fully understood. Because of the ap- 
parent absence of this tone, a sympathomimetic drug, 
without any central action, relatively non-toxic and 
‘safe in large doses, 100 to 200 mgm., orally, was used 
at a time when it was most needed with the hope that 
it would increase, by its vasopressor effect, the capil- 
lary-venous tone, thereby increasing the venous re- 
turn to’the heart and would maintain this action in a 
manner approaching normal and long enough for the 
normal mechanism to take over. It is felt from the 
observations presented herein that these effects were 
obtained. 


CONCLUSION 


1. New observations in the vascular pattern of 
the retinae in the syndrome of orthostatic hypoten- 
sion and orthostatic tachycardia are reported for the 
first time. 

2. New observations of cardiac arrhythmia, myo- 
cardial ischemia and injury in the electrocardio- 
graphic pattern in orthostatic hypotension are re- 
ported for the first time. 

3. Further clinical observations are reported as 
evidence that possibly the cause for this syndrome is 
generalized abnormally low venous-capillary tone in 
the body. 

4. Paredrine is a safe sympathomimetic drug 
and should be administered in an amount sufficient to 
produce the desired pharmacological and physiolog- 
ical effects. 

5. In four cases orthostatic hypotension and or- 
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thostatic tachycardia were successfully treated with 
a single, daily, oral dose of paredrine hydrobromide. 


Note: Since this paper was prepared eight more patients 
with orthostatic hypotension have been studied with sim- 
ilar findings and results, but none of the patients showed 
cardiac arrhythmia or ischemia. 
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Bronchial Asthma in Infants and Children—lIts Diagnosis 
and Treatment 


ALBERT H. Rowe, M.D., and ALBERT Rowe, Jr., M.D., Oakland 


bpp asthma in early and late childhood as 
in adult life* and old age* is practically always 
due to food or inhalant allergy or both, rarely to drug 
and bacterial allergy. This conclusion is based on 
the demonstrated causes in 156 infants and young 
children up to the age of five years and in 255 older 
children up to the age of 15 years observed between 
1940 and: 1946, in whom good or excellent results 
have been obtained. These results compare with 
those in similar age groups published in 1937.!° 


In this series, asthma occurred twice as frequently: 


in males as in females (Table 1), whereas in later 
age groups the males and females were equal in 
number. There was a familial predisposition to 
asthma in 50 per cent of the cases with a lesser ten- 
dency to other manifestations of allergy. As noted 
in Table 2, moderate or moderately severe symp- 
toms of asthma were most common. The frequency 
of other manifestations of allergy is also shown, 
perennial nasal allergy occurring in 56 per cent. 


Taste 1.—Number of Patients, Males and Females, and 
Family History of Possible Allergy 


Age of Child 

0-5 5-15 

Years Years 

Number of Patients ...156 255 

[| SERRE roe eee ile 174 

Females ........ Sena Reed 81 
Family History: 

Bronchial Asthmia................ ror 125 209 

BNE FOO cc ccsscscccteinsccesdecess 67 135 

OMNI ocsic cas occecs intense 28 42 

Sia reece eisisate. 16 25 

ze 10 18 

Gastrointestinal Symptomse............ 20 28 





Totals 
411 
276 
135 


DETERMINATION OF ALLERGIC CAUSES OF 
BRONCHIAL ASTHMA 


I. HISTORY 


The history is more important than skin testing. 
This is recorded in all our patients according to a 
previously published plan.*:§ 

A. Evidence Indicating Food Allergy 


1. Bronchial asthma due to food allergy may be- 
gin at any time of life, even in old age. 


TaBLe 2.—Duration and Degree of Bronchial Asthma and 
Occurrence of Other Manifestations of Allergy 


Age of Child 
0-5 5-15 





Years 
(255 Cases) Totals 


35 108 
29 81 
77 108 
RO escscccaes Wo beech, He 16 16 
Degree of Asthma: 
Mild 15 35 
WII nego tas 79 122 
SN ore ash cage es xy 130 206 
Very Severe:..................-.. 3 31 48, 
Other Manifestations: 
Nasal Allergy 
(a) Perennial 
(b) Spring to Winter.. 
Hives : 


Years 
(156 Cases) 


Duration of Asthma 
(in years) : 


Headaches .......... eee 
Gastrointestinal 
Symptoms ......... 
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TABLE 3.—Frequency of Asthmatic Attacks, “Colds” Before 
Attacks, Perennial Bronchial Asthma and Dietary and 
Environmental Histories Suggestive of Allergy 


Age of Child 
0-5 © 5-15 


Years 


Years 
(156 Cases) (255 Cases) Totals 


Regular Recurring 
90 147 
Irregular Attacks 109 201 
“Colds” Before Attacks 84 162 
Perennial Symptoms 176 259 
Positive Dietary History 117 202 
Positive Environmental 
History 106 123 


Food allergy as the major or sole cause of bron- 
chial asthma in infants and children is usually indi- 
cated by the following classical history. The asthma 
usually arises in the first three years, especially from 
the 16th to the 26th month. At times it is preceded 
by infantile eczema. The attacks usually recur regu- 
larly every two to eight weeks (See Table 3). Coryza, 
nasal congestion and sneezing due to nasal allergy 
rather than to an infectious cold, may precede the 
bronchial asthma by four to 24 hours, or may arise 
and continue through the attack. The asthma is 
characterized by varying degrees of dyspnea, wheez- 
ing and coughing, or coughing and wheezing may 
predominate. Fever often occurs, varying from 100° 
F. to 104° F., for one to four days. In the authors’ 
opinion, the fever usually is due to food allergy,!® 1 
although respiratory infection may be the major ér 
secondary cause. Anorexia, nausea and, at times, 
vomiting occur during the attacks. The asthma may 
disappear rapidly, or wheezing, tightness in the 

chest and coughing may gradually decline in from 
three to ten days. 

These attacks can be explained by the gradual 
accumulation of reacting bodies in the cells of the 
lungs. When they exceed the reacting threshold, 
they unite with the causative food allergens in the 
pulmonary and other body cells. With the exhaus- 
tion of these reacting bodies, the symptoms disap- 
pear, even though causative foods continue to be 
eaten. At regular intervals thereafter the reacting 
bodies redevelop and the attack recurs. 

Between attacks, relief may be complete or par- 
tial. In a year or more this refractoriness may de- 
crease with resultant intervening, even daily cough- 
ing, wheezing, tightness in the chest and dyspnea 
especially with exercise, after retiring and often from 
2 to 5 a.m. 

The attacks may only occur or be exaggerated 
from early fall to late spring, especially from De- 
cember to April (See Table 3), and may be absent 
or decreased in severity and frequency during the 
summer months due to seasonal influences on food 
allergy®. When this summer effect is absent, peren- 
nial symptoms arise from food allergy. 

It is also important to realize that most recurrent 
head “colds” (See Table 3), with or without bron- 
chial symptoms, which recur at quite regular inter- 
vals every two to eight weeks are due to nasal and 
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bronchial allergy, especially to foods, rather than 
to respiratory infection. Slight wheezing and tight- 
ness in the chest may be present, but definite bron- ' 
chial asthma usually is absent. Fever, if present, also 
may be due to food allergy, though a secondary 
respiratory infection may be responsible. These 
“colds” usually recur from early fall to late spring 
due to the intensification of food allergy during 
these seasons, invaliding or keeping children in bed 
or out of school one-fourth to one-half of the time. 

2. A dietary history of dislikes or disagreements 
for specific foods also suggests food allergy (See 
Table 3). Such a history is not indicative of clin- 
ical food allergy in all cases and often is negative 
when food allergy is responsible (compare Tables 
3 and 4). Questions should be specific; for exam- 
ple: “Do you drink milk?” “Do you eat eggs?” “If 
not, why?” Allergy to foods, such as cottonseed oil 
or shortening, wheat or even pepper, which are com- 
bined with other foods is difficult to discover in a 
history, and must be recognized rarely through skin 
testing and usually through diet trial. 

3. The authors have obtained limited help from 
detailed diet diaries, which usually are time-con- 
suming to patient and doctor and rarely are accurate. 


B. Evidence in the History of Inhalant Allergy 


Inhalant in contrast to food allergy infrequently 
causes cyclic recurrent attacks with intervening re- 
fractoriness and freedom from symptoms. Occasion- 
ally encountered inhalants will produce irregularly 
recurring attacks. Usually the continued inspira- 
tion of inhalants causes persistent asthma, the de- 
gree of which may vary with the amount in the air. 

Since pollens are in the air of most of California 
throughout the year except during the rainy season, 
perennial asthma of varying degrees may be due to 
pollen allergy alone. Asthma from dusts, animal 
emanations and other miscellaneous inhalants en- 
countered indoors may occur or be exaggerated in 
the fall to spring months. 

A detailed environmental history may or may not 
reveal possible causes. Inhalants in the home, from 
trees and other vegetations out of doors, and in 
working environments, especially in barns, animal 
yards and gardens, must be listed and suspected. 
Mold allergy must be considered in damp areas or 
home, especially where mildew and molds readily 
grow.” 

When inhalant and food allergies are operative 
in the same patient, perennial asthma is usual. The 
symptoms may vary in degree according to the 
amount of the allergenic inhalants, especially pol- 
lens, which are inspired, the degree of allergy pres- 
ent, the allergenic foods ingested and the seasonal 
and geographic effects on food allergy. 


II. SKIN TESTING 


Skin testing should be done by the scratch tests 
with all important ingested foods and inhaled aller- 
gens. Intradermal tests with foods are not done by 
the authors because of the many reactions which 
are nonspecific or indicative of past or potential 
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allergy and because of the rare deaths*:1° reported 
from such tests. When suspected inhalant allergy is 
not revealed by the scratch test or empiric desensitiza- 
tion with suspected inhalants is not helpful, then 
intradermal testing with 1-1000 dilutions of inhal- 
ants which have elicited no reaction in the scratch 
test may be done, especially in older children. The 
frequency of reactions in these infants and children 
( See Table 4) approximates that in adults* and old 
age. 

The fallibility of the skin test in demonstrating 
clinical food allergy must be remembered. Many 
of the small reactions to inhalants and especially to 
foods are nonspecific or indicate a past or potential 
allergy. This is true to a lesser extent of the larger 
reactions. Negative reactions, moreover, usually 
occur to most foods causing chronic or cumulative 
symptoms, as already noted, and to about 10 to 15 
per cent of inhalants. 

The clinical importance of positive reactions can 
be determined only by the reproduction of the symp- 
toms with inhalation or ingestion of specific aller- 
gens by the symptom-free patient. The cumulative 
effect of food allergens especially may allow a food 
to be eaten for several days before symptoms arise. 
Moreover, temporary desensitization or refractori- 
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ness due to the seasonal allergenic effects may allow 
foods to be eaten for weeks before symptoms recur. 
III. ELIMINATION DIET FOR THE STUDY AND CON- 
TROL OF FOOD ALLERGY 


Since the skin test often fails to reveal clinical food 
allergy, one of the authors for over 20 years has 
used standardized elimination diets* for the study 
of possible food allergy. Because of the frequency 
of allergy in bronchial asthma to one of or all the 
cereal grains in addition to milk, egg, fish, nuts and 
less often other foods that are excluded from these 
diets, the cereal-free elimination diet is utilized. This 
diet, modified for infants, substitutes soy for animal 
milks and adds the proper vitamins, starches, meats, 
vegetables and fruits as age increases. A modified 
diet for children up to the age of three years is pub- 
lished,® and the cereal-free elimination diet for adults 
is available for older children.* 


The advantages of the standardized elimination 
diets reside in the list of specific foods, the detailed 
menus with specific amounts of foods, the protection 
of weight and nutrition, the tested recipes for bakery 
products, the use of vitamins and calcium which har- 
monize with the diets, the ease with which the diets 


TaBLe 4.—Number and Degree of Skin Reactions to the Scratch Test 


Pollens: 
(a) Grass: 


Per Cent 
of All 


Patients 


Age of Child 
0-5 Years 5-15 Years 
(156 Cases) (255 Cases) 


79 
48 
5 


Totals 
(411 Cases) 


114) 
71$190 46% 
5) 


57 
20 
0 


57 
21 
0 


37 
14 
0 


88 
24 
4 


61 
12 
1 


11 
1 


6 
3 
(Tests were not routine) 


60 
23 
4 


16 
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can be ordered in the hospitals and with which the 
office patient can be instructed in their use. 

The elimination diets when accurately prepared 
insure proper weight, nutrition and growth. This is 
important since formerly eaten foods remain in the 
body for several days and possibly for a few weeks, 
necessitating the use of the diet for more than a 
few days. 

The original diet should be continued until the 
period of relief is at least twice as long as preceding 
periods of relief. If prolonged daily symptoms have 
been present and relief arises in a few days to two 
weeks, continuing for an equal period, it is probable 
that the causative foods have been excluded from the 
diet. If attacks of asthma have recurred every two 
to six weeks, then relief must continue for four to 
twelve weeks, or longer, before this conclusion is 
justified. When chronic asthma has been present, 
the resultant cellular changes may not disappear 
until the shock tissues have been free from the aller- 
genic foods for several weeks—and at times certain 
irreversible changes remain. 

If persistent asthma is not relieved in one to three 
weeks or if recurrent attacks continue with the use 
of the diet, changes in the elimination diet as dis- 
cussed elsewhere® may be indicated along with the 
study of possible inhalant, drug and (rarely) bac- 
terial allergy. 

When relief is assured, individual foods may be 
added, one every three to seven days, as advised in 
other publications®. Foods tolerated during the sum- 
mer may cause symptoms in the fall to spring months 
due to the exaggeration of food allergy in those 
months.® 


we, 


When the history indicates pollen allergy, even 
with negative skin reactions, desensitization is re- 
quired. Our experience indicates the advisability of 
treatment with most of the pollens present in the air 
when the asthma occurs. Such multiple antigens 
contain from 5 to 30 pollens for each pollen season. 
Treatment is started with very weak dilutions, vary- 
ing from 1-5,000,000 to 1-500,000,000,000 or even 
weaker dilutions for infants. The initial and at times 
desensitizing dose may be determined by serial intra- 
dermal titrations as advised recently by Rinkel. The 
doses are gradually increased, as tolerated, to suc- 
cessively stronger dilutions. In general the maxi- 
mum dose during the first year should be as small as 
will give relief, rarely being greater than the 1-5,000,- 
000 in infants and the 1-50,000 or 1-5,000 in young 
children. In adolescence the 1-500 or the 1-50 dilu- 
tion may be tolerated and beneficial, especially in 
the winter and pre-seasonal periods. If symptoms 
recur during the season, the dose must be reduced 
at times to the very weak dilutions, which often are 
necessary for the control of atopic dermatitis.° 

Pollen filters in the bedrooms and living rooms 
are helpful when pollen allergy is severe. 

Fungus allergy must be studied in the patients 
suspected of inhalant allergy, especially if molds 
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are found in damp rooms, closets or basements. De- 
sensitization with antigens containing the prevalent 
fungi in the indoor or outdoor air or with autogen-- 
ous fungus antigens may be necessary. Allergy to 
dust, animal emanations and miscellaneous inhalant 
allergens requires strict environmental control and 
desensitization with those allergens which cannot be 
eliminated from the inspired air. The dilutions and 
doses are similar to those advised for pollen therapy. 


V. THE STUDY AND CONTROL OF BACTERIAL ALLERGY 


Bacterial allergy as a major cause of bronchial 
asthma was not demonstrated in any case in this 
series. Tonsils and adenoids often had been removed 
without relief. In the authors’ opinion, the so-called 
head “colds” which occurred for one or more days 
before the attacks of bronchial asthma in 162 of the 
cases as shown in Table 3 were due to the same food 
and, less often, inhalant allergens which were respon- 
sible for the subsequent or accompanying bronchial 
asthma or allergic bronchitis. As one of us has 
reported'! for several years, the fever even up to 105° 
F. during these attacks also may be due to food al- 
lergy, though an associated respiratory infection 
must be ruled out. This is in contrast to Cooke’s 
opinion! that such colds and fever favor bacterial 
allergy as a cause of so-called infective asthma. 
The leukocytosis in varying degrees and frequen- 
cies in these patients, as shown in Table 5, was 
usually due to food and/or inhalant allergies, since 
the control of these allergies resulted in normal val- 
ues in practically all cases. Against bacterial allergy, 
moreover, was the occurrence of head colds or bron- 
chitis actually due to infection without the develop- 
ment of bronchial asthma when the causative food 
and/or inhalant allergies were controlled. Mothers 
often state that “for the first time a ‘cold’ has oc- 
curred without any asthma.” 

Though bacterial allergy did not cause the bron- 
chial asthma and the less frequent nasal allergy in 
these cases, a low resistance to respiratory infection 
seemed apparent in some patients. When this was 
probable, stock respiratory vaccine was administered, 
starting with a dose of 40,000 to 400,000 bacteria 
according to age, with a gradual subsequent in- 
crease, the injections being given every five to ten 
days until a dose of 20,000,000 to 120,000,000 was 
given as tolerated and according to age. The repe- 
tition of this final dose every seven to ten days 
throughout the fall, winter and spring months, or 


TaBLeE 5.—Leukocytosis in 411 Infants and Children With 
Bronchial Asthma Due to Food and/or Inhalant and 
(Very Rarely) to Bacterial Allergy 


Age of Child 
0-5 Years 5-15 Years 
Leukocytosis (156 Cases) (255 Cases) 
10-12,000 30) 


26 
* (25.5%) 
9 


0) 
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even throughout the year, raises resistance in a 
specific or nonspecific manner and may also be of 
nonspecific benefit to the atopic allergy. 


VI. PHYSICAL EXAMINATION AND ROUTINE 
LABORATORY STUDIES 


Careful physical examination, all indicated labo- 
ratory studies on blood, urine and sputum and roent- 
gen examination of the chest and, when indicated, 
of the sinuses must be used to rule out other rec- 
ognized causes of dyspnea, wheezing and cough 
and reveal any other disease.'° 


THE CAUSES OF BRONCHIAL ASTHMA IN 411 INFANTS 
AND CHILDREN UP TO THE AGE OF 15 YEARS WITH 
GOOD OR EXCELLENT RESULTS FROM TREATMENT 


These results were obtained by the control of the 
various allergies as listed in Table 6. By excellent 
results we mean complete control or only occasional 
wheezing, especially if a slight break in the diet or 
undue exposure to causative inhalants occurs. By 
good results we mean relief from all symptoms except 
for moderate wheezing or slight coughing one or two 
times during the night or with exertion due to lapses 
in cooperation or failure to discover or control all 
allergenic causes. In all patients severe symptoms 
may occur when allergenic foods are reintroduced 
into the diet with or opposed to the physician’s or- 
ders. Food allergy alone was responsible in 143 
cases, pollen allergy alone in 24 cases and other 
inhalants alone in 26 cases. Food allergy with or 
without inhalant allergy required control in 339 
cases and inhalant allergies of all types with or with- 
out food allergy in 270 cases. Fungus allergy asso- 
ciated with other inhalant allergies was important 
in six cases. Evidence of minor bacterial allergy 
was obtained in five cases. A similar importance of 
the above causes has been demonstrated in the au- 
thors’ patients in adult life and also in old age.*:4 

Cooperation in these cases lasted from six months 
to six years. 


INFANTS AND CHILDREN UNDER THE AGE OF 15 YEARS 
WHO WERE UNRELIEVED OF BRONCHIAL ASTHMA 


From 1940 to 1946, 61 additional patients were 
seen. As shown in Table 7, 31 did not report after 
the first visit, 17 reported only during the first month, 
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and ten from six to twelve months. Cooperation 
was satisfactory in only seven of these 61 patients. 


TREATMENT OF MODERATE BRONCHIAL ASTHMA 


The plan of treatment used by the writers to obtain 
good or excellent results in 411 infants and children 
is summarized under specific and symptomatic 
control. 


A. Specific Control 


1. When inhalant or drug allergies are not the 
sole obvious causes, food allergy is studied imme- 
diately with our standardized cereal-free elimination 
diet.® 

2. When inhalant allergies of any type are indi- 
cated by history or skin testing, environmental con- 
trol and, if necessary, desensitization with suspected 
allergens which the patient continues to inhale are 
necessary. 


3. Rare bacterial and drug allergies need study 
as already discussed. 


B. Symptomatic Control 


This is necessary until the specific control reduces 
or eliminates the symptoms. 

1. Ephedrine in doses of 4.0 mg. to 25.0 mg., 
according to age, every four hours often relieves 
or eliminates moderate symptoms. Phenobarbital 
in doses of 2.5 mg. to 8.0 mg. or corresponding 
doses of other barbitals may be given with the 
ephedrine to reduce resultant nervousness. 


2. Aminophyllin by mouth in doses of 30 mg. to 
90 mg., according to age, every three to twelve 


Taste 7.—Unrelieved Bronchial Asthma in 61 Patients, 
Aged 0-15 Years, Seen from 1940 to 1946 





Neila G8 Patients noc acctccntss 
Good Cooperation 
Poor Cooperation 

Time of Treatment: 


es Oa rt a hh oe ee 
1—- 3 Months 

Spek Ce Iai ooh sce ch cont enn oro hae eee 2 
6-12 Months........ te NG 28 Ad 1 ee 10 


TaBLe 6.—Causes of Bronchial Asthma in 411 Infants and Children as Determined By Good Results from Specific Control 


Food Allergy Alone 
Inhalant and Other Allergies 


Inhalant Allergies (Other than Pollen) ............2....222...0.00--.000-.-0++ 


Pollen and Other Allergies... 
Pollen Allergy Alone 
Animal Emanation and Other Allergies 
Miscellaneous Inhalant and Other Allergies 
House Dust and Other Allergies 
Fungus and Other Allergies 
Bacterial and Other Allergies 
Excellent Results 
Good Results 


0-5 Years 
(156 Cases) 


Food With or Without Other Allergies.............2....2.....0...020-0000++ 


Age of Child 
5-15 Years 
(255 Cases) 


Per Cent 
of 411 
Patients 


Total 
(411 Cases) 


78 
90 
ll 
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hours may relieve moderate asthma. Enteric coated 
tablets delay its action. 

3. Potassium or sodium iodide in doses of one to 
ten drops in water three times a day often helps 
patients with persistent asthma. If swelling of sub- 
maxillary glands, blocking of the nose, headache or 
later a skin eruption occurs from allergy to iodine, 
it should be stopped. Later, smaller doses may be 
tolerated with benefit. 

4. Epinephrine 1-100 by inhalation usually helps 
moderate asthma. . 

5. Epinephrine 1-1000 subcutaneously in doses 
of 0.1 cc. to 0.5 cc., according to age, every two hours 
if necessary, usually relieves symptoms which do not 
respond to the foregoing measures. 

6. Intramuscular epinephrine 1-500 in gelatine 
in doses of 0.1 cc. to 1.0 cc., according to age and 
weight, every six to twelve hours may yield pro- 
longed relief. Peanut, cottonseed or even corn oil 
should only be injected when absence of allergy to 
these oils is assured. 

_ 7. When severe asthma is not relieved by the 
foregoing therapy, aminophyllin in doses of 0.09 gm. 
to 0.2 gm., according to age, injected by vein slowly 
over a three-minute period is indicated in children 
over the age of six years. Intramuscular injections 
in doses of 0.09 gm. to 0.2 gm., according to age, 
may be given every six to twelve hours. 

8. No morphine, codein, demerol, paraldehyde, 
or barbitals other than the already indicated doses 
of phenobarbital should be given to any case of 
bronchial asthma. Depression of respiration or cere- 
bration with resultant anoxemia and at times death 
justify this rule.° 

9. Other measures used in chronic cases as dis- 
cussed elsewhere® may be advisable. 


THE TREATMENT OF INTRACTABLE BRONCHIAL ASTHMA 


The authors’ treatment of intractable bronchial 
asthma is summarized under specific and sympto- 
matic control. 

The patients require hospitalization or a similar 
room and care at home. Immediate consideration 
of the probable major food and inhalant causes is 
imperative. 


A. Specific Control 


1. Unless inhalant allergy is the obvious sole 
cause, the cereal-free elimination diet is immediately 
ordered to study possible food allergy. If vomiting 
is present, intravenous glucose in saline or water as 
indicated by electrolyte balance is necessary. When 
nausea decreases, liquid or soft foods and later 
ordinarily cooked foods in the diet are given. 

2. Inhalant allergy needs immediate study with 
strict environmental control. If pollen allergy is 
possible, a pollen window filter may be advisable in 
the pollen seasons. Desensitization, although it may 
be indicated, should be postponed until relief occurs. 


3. Rare drug and less frequent bacterial allergies 
need study as already discussed. 
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B. Symptomatic Control 


1. Epinephrine 1-1000 subcutaneously in doses 
of 0.1 cc. to 0.6 cc., according to reaction and age, 
every one to four hours may give relief. 


2. If epinephrine does not help, aminophyllin by 
vein in doses of 0.06 to 0.3 gm., according to weight 
and age, given over a period of from three to five 
minutes every eight to twelve hours is advisable. 
This may also be given in 5 per cent glucose with 
or without saline. 

3. With dehydration, especially with nausea or 
vomiting, intravenous 5 per cent glucose in saline or 
water according to sodium chloride and water re- 
quirements is necessary. 

4. If asthma is extreme, especially if cyanosis or 
possible cardiac weakness is present, oxygen by tent 
or under pressure with BLB mask should be ordered. 
In the authors’ practice, oxygen-helium has not been 
necessary in children. As a life-saving measure oxy- 
gen or oxygen-helium with Barach’s positive pres- 
sure helmet may be of value. 

5. The use of morphine, codein, barbitals, demo- 
ral or paraldehyde is contraindicated, especially in 
intractable bronchial asthma, for already discussed 
reasons. 

6. As asthma decreases, the measures previously 
advised for the control of moderate symptoms be- 
come increasingly effective. 


DISCUSSION 


These good and excellent results in patients who 
gave proper cooperation demonstrate that food 
or inhalant allergies or both are responsible for 
bronchial asthma in infants and children as they are 
in mid-life and old age.* Food allergy was a sole cause 
in 50 per cent of infants and young children and it 
was associated with inhalant allergy in another 38 
percent of the cases. It was the sole cause in 26 per 
cent of the older group, being associated with inhal- 
ant allergy in another 53 per cent. Inhalant allergy 
of all types was a major or secondary cause in 58 
per cent of the young group and 71 per cent of the 
older group of children. Thus food allergy is more 
important than inhalant allergy and is a more im- 
portant sole cause in the younger children than in 
the older children. This demonstrated importance of 
food allergy is in marked contrast to the recent opin- 
ion of Hill.!? Inhalant allergy, on the contrary, in- 
creases in the older children. 


The usual inability to determine cumulative or 
chronic food allergy by skin testing is emphasized 
by this study. Skin reactions by the scratch test were 
obtained in approximately 40 per cent of all patients 
in whom food allergy was a cause of asthma. How- 
ever, in practically all these patients some allergenic 
foods were not indicated by positive reactions and 
one or more positive reactions were not indicative 
of active clinical allergy. Moreover, no reactions 
to foods or inhalants occurred in 27 per cent of the 
young group or in 23 per cent of the older group, in 
most of whom food allergy was the sole cause. 
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Our frequent recognition of food allergy has been 
accomplished with the free use of the authors’ cereal- 
free elimination diet® or its modifications. The advan- 
tages of trial diet of this type already have been 
noted. The usual failure of test-negative diets to 
demonstrate clinical food allergy has been discussed. 


The classical history of bronchial allergy in chil- 
dren due to food allergy has been described for the 
first time in the literature. The regularity of the at- 
tacks due to refractoriness which arises to allergenic 
foods after an attack and the exaggeration or recur- 
rence of bronchial asthma in the fall to spring months 
due to activation or exaggeration of food allergy 
during these seasons have been noted. 


It is important to realize that most “head and 
bronchial colds” that recur regularly every two to 
eight weeks, especially from early fall to late spring, 
are also due to allergy, especially to foods, rather 
than to respiratory infection. 

As discussed in this paper, the determination of 
inhalant allergy depends on history, skin testing and 
results of treatment. Most of the patients sensitive 
to inhalants gave positive reactions, although all 
positive reactions were not indicative of actual clin- 
ical allergy. As shown in Table 6, allergy to all 
types of inhalants is a slightly less important cause 
than is food allergy, and it increases in frequency in 
the older children. 

Of these inhalants, pollens are much more frequent 
causes than are animal emanations, dust, fungi or 
miscellaneous inhalants. With Efron dust extracts 
during the last year, larger and more frequent reac- 
tions have been obtained, all of which are not of clin- 
ical significance. Pollen allergy, however, as a sole 
cause is rare compared with allergy to foods in these 
age groups. 

In these infants and children bacterial allergy was 
not a major cause of bronchial asthma in any patient. 
No recovery depended on tonsillectomy and no nasal 
or sinal operations were performed. As already 
stated, the fever up to 104° F. which often occurs 
during severe attacks of asthma, usually is due to 
food allergy,!! although associated respiratory infec- 
tion, including pneumonitis, must always be sus- 
pected. The occurrence of infectious colds without 
the development of bronchial asthma when its causes 
are adequately controlled speaks against infection or 
bacterial allergy as a cause of the symptoms and 
fever. 

Our plan of treatment thus immediately considers 
food and inhalant allergy as indicated by the history 
and skin testing. It also depends on the use of adrena- 
lin hypodermically and on aminophyllin by vein in 
older children for the control of severe symptoms. 
For the control of moderate symptoms, ephedrine by 
mouth, epinephrine by inhalation, aminophyllin by 
mouth or by rectum and potassium iodide by mouth 
are usually effective. Morphine, other opium deriva- 
tives, demerol, paraldehyde and barbitals for relief 
of asthma are contraindicated in all cases for previ- 
ously discussed reasons. 


BRONCHIAL ASTHMA IN INFANTS AND CHILDREN 


CASE REPORT 


A boy 26 months old was first observed in October, 1944, 
because of bronchial asthma recurring since March every 
four to six weeks. Each attack had been initiated by exag- 
gerated nasal symptoms lasting for one day, followed by 
wheezing, difficult breathing, coughing and fever up to 101° 
F. rectally for two days. 


Since infancy, “head colds” had recurred every six to 
eight weeks, characterized by nasal congestion, blocking of 
the nose and sneezing, especially in the morning, and with 
a moderate fever. Mild nasal congestion and sneezing had 
continued between these colds. For the last eight months 
asthma had followed the colds. 


Eczema involving the face had occurred between the ages 
of three months and nine months, and occasional hives had 
been present. 


The dietary history revealed no dislikes or idiosyncrasies 
for any foods; drug and environmental histories were nega- 
tive for allergy; family history revealed asthma in the ma- 
ternal grandfather. 


The physical examination showed a pale, slightly edema- 
tous nasal mucosa, slightly enlarged tonsils and diffuse evi- 
dences of bronchial asthma throughout both lungs. A roent- 
genogram of the chest showed no abnormality. 

Results of urine analysis were normal. Blood examina- 
tion showed hemoglobin 82 per cent, with leukocytes num- 
bering 15,850 and erythrocytes 4,700,000. Differential: poly- 
morphonuclear 52 per cent (nonsegmented 3 per cent), 
lymphocytes 34 per cent, large monocytes 1 per cent, eosino- 
philes 11 per cent, basophiles 1 per cent. 

Skin testing with all important inhalants showed 1-plus 
reactions to chicken feathers, dog hair, glue, coastal sage, 
western ragweed and spearscale pollens. There were no 
reactions to skin tests with all important foods. 


Treatment and Results: Because of the frequency with 
which food allergy causes regularly recurring head and 
bronchial “colds,” with or without bronchial asthma, the 
authors’ cereal-free elimination diet was prescribed. Calcium 
carbonate one-quarter teaspoonful in food two times a day 
and five drops of drisdol daily were ordered. In two weeks 
all nasal and bronchial symptoms had disappeared. Since 
Mull-Soy was refused, more prescribed meat was ordered 
to maintain protein requirements. Soy-potato bakery prod- 
ucts made with the authors’ recipes were eaten. The origi- 
nal diet was maintained for two months, after which addi- 
tional vegetables and fruits gradually were added. 

During the last one and a half years, corn, rye, oats, 
wheat, fish and recently egg and milk gradually have been 
added. No asthma has recurred, except on two occasions 
after the addition of rice—the first time in five days and 
the second time in nine days after its daily ingestion. 

Two typical head colds have recurred with no resultant 
asthma. The child now sleeps quietly, has a good disposi- 
tion, and gained eight pounds in one and a half years. 


Discussion: The control of the recurrent head colds since 
infancy and of the more recent associated bronchial asthma 
with the elimination diet, demonstrates food allergy as the 
cause. 

The addition of rice has caused asthma twice. If allergy 
to egg and milk originally were present, their long elimi- 
nation from the diet could have raised toleranee so that they 
now produce no symptoms. If asthma recurs, especially in 
the fall, winter and spring months when food allergy so often 
is activated, the original cereal-free elimination diet will be 
resumed. Milk especially will be suspected. 

No desensitization with inhalants and no injections of non- 
specific agents or vaccines were given to yield this result. 
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CASE REPORT 


A boy 3 years of age was first observed in May, 1944, be- 
cause of bronchial asthma. Wheezing had developed six 
months previously on a ranch where there were many trees, 
animals and alfalfa. For one ‘day preceding the beginning of 
the wheezing, a “head cold” characterized by coryza and 
sneezing had been present. Since then four similar increas- 
ingly severe attacks had occurred. Four of the five attacks 
had developed on the ranch and one in the patient’s city 
home. 

No other manifestations of allergy had occurred. No 
food dislikes or disagreements were elicited. The drug his- 
tory. revealed vomiting from a sulfa drug. Environmental 
history showed the presence of Bermuda grass in the lawn. 
No trees and no animals were around the city home. There 
was a family history of bronchial asthma in the maternal 
uncle, hay fever in the paternal grandmother and hives in 
the mother. 

Upon physical examination, slightly enlarged tonsils were 
noted. No indications of asthma were ascertained since the 
patient was in a symptom-free period. A roentgenogram of 
the chest was normal, as were results of blood and urine 
analyses. 

Skin testing by the scratch method with all important food 
and inhalant allergens showed 3-plus reactions to rice, oats, 
peas and navy beans, 2-plus to wheat, oats, tomatoes, string- 
beans, peaches and prunes, and 1-plus to milk, eggs, pota- 
toes, oranges and grapefruit. A 5-plus reaction to mugwort 
pollen was noted, 2-plus to alfalfa, cockleburr, spearscale 
and chrysanthemum pollens, 2-plus to kapok and cotton- 
seed and 1-plus to tobacco and cat hair. 

Treatment and Results: Because of the suspicion of pol- 
len allergy, especially to alfalfa, as indicated by history and 
skin testing, desensitization with a multiple antigen con- 
taining all the important spring and summer and fall pol- 
lens in the areas in which the patient lived was started 
with the 1-50,000,000 dilution. The doses were increased so 
_ that by October the 1-5,000 dilution was tolerated. In the 
last one and a half years the 1-500 and later the 1-50 dilu- 
tions have been given at weekly intervals. | 

Although reactions were not obtained to animal emana- 
tions, other than cat hair, or to feed dusts, other than alfalfa, 
another antigen containing allergens of all the feeds and 
of all the animals on the ranch was administered along 
with the pollen antigen eight months after the first visit. 
An initial dose of 1-50,000,000 gradually was increased up 
to the 1-50 dilution at the end of one year. 

Because of the positive skin reactions, especially to cereal 
grains, milk, egg and legumes, and the necessity of consid- 
ering food allergy in all patients suffering from chronic re- 
current bronchial asthma of the perennial type, the authors’ 
cereal-free elimination diet minus peas and stringbeans was 
ordered at the first visit. 

Severe asthma developed three days after treatment was 
started, and a mild attack occurred about two months later 
when the patient was at the ranch. His appetite increased 
in two weeks. In November the patient had a bad cold with 
no resultant asthma. Even though he has been in contact 
with alfalfa and has been on the ranch, no symptoms have 
occurred except for mild wheezing on one occasion when he 
was playing in the hay at the end of the first four months of 
treatment. 

During the second year all foods gradually were added to 
the diet with no difficulty. In the fall of the third year a 
cough with fever up to 104° F. recurred on three occasions. 
Since reactivation of food allergy was suspected, the cereal- 
free elimination diet again was ordered. Since then all symp- 
toms have been absent and a general diet gradually has been 
resumed. 
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Discussion: The results obtained with the antigens made of 
pollens, feed dusts and animal emanations indicate inhalant 
allergy as the major cause. Had larger reactions been ob- 
tained, treatment would have been started with a 1-5,000,000,- 
000 or even a 1-500,000,000,000 dilution. 

Despite the many positive skin reactions to various foods, 
the patient’s history was not suggestive of food allergy. How- 
ever, the possibility of food allergy was studied with the 
authors’ cereal-free elimination diet minus peas and string- 
beans. It is difficult to determine whether this diet aided 
in obtaining the good results in the first few months. The 
reappearance of the cough and fever in the fall and winter 
of 1946 does suggest temporary activation of food allergy, 
as often occurs in those months. 


SUMMARY 


1. Bronchial asthma in the authors’ patients from 
birth to the age of 15 years is due principally to food 
allergy and, to a lesser degree, to inhalant allergy. 
Drug and bacterial allergies are rarely causative. 

2. The classical history of bronchial asthma in 
infancy to childhood due to food allergy is described. 

3. Recurrent head and/or bronchial colds with 
or without mild asthma every four to eight weeks, 
especially from September to May, are often due 
to chronic food allergy rather than to respiratory 
infections. 

4. The fallibility of the skin test, especially in de- 
termining chronic food allergy, is stressed. 

5. The use of standardized elimination diets is 
advised and the special value of the cereal-free diet 
is noted. 

6. The use of environmental control and desensi- 
tization with inhalant allergens that cannot be 
avoided are available for the control of inhalant 
allergy. 

7. The great rarity of bacterial allergy as the cause 
of bronchial allergy is stressed. 

8. The specific and symptomatic treatment of 
chronic and intractable bronchial asthma is out- 
lined. 

2940 Summit Street. 
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The "Pitfall" of Normal Results of Urinalysis 


DonaLp W. AtcHEsoN, M.D., Riverside 


& SYMPTOMS referable to genitourinary diseases 
are frequently vague and all too often do not fol- 
low the pattern commonly attributed to those dis- 
eases, the basic diagnostic study must be started with 
an open mind and the laboratory work confined to 
urine analysis and blood count. Occasionally when 
the urine analysis is reported as normal the tendency 
is to dismiss all possibility of urinary tract disease. 
This is a common “pitfall,” and for that reason the 
following representative case histories are of interest. 
It will be well to note in the following reports the 
long duration and frequently the advanced state of 
the disease in the presence of normal urine. 


CASE REPORTS 


Case 1.—The patient, a woman aged 40, for eight years 
had had recurrent dysuria, frequency and pain in the area of 
the urethra upon voiding. There was no apparent reason for 
a fever of 99 to 100° F. which had not responded to peni- 
cillin. (The patient was sensitive to sulfonamides.) Exami- 
nation revealed a blood pressure of 175 mm. of mercury sys- 
tolic and 110 mm. diastolic. A moderately tender, smooth and 
movable mass was palpated in the right upper quadrant of 
the abdomen extending into the right loin. Urine analysis 
and cultures gave normal results upon several occasions. 
Cystoscopic examination and pyelograms revealed a mod- 
erately severe cystitis, right nephroptosis with ureteral kink- 
ing and early right hydronephrosis with definite decrease in 
function. Right nephropexy was performed and examina- 
tion one year later revealed a decrease in hydronephrosis 
and the patient was free of all symptoms. Normal urine 
analysis findings previously had forestalled a complete study, 
with the result that the patient had been treated for cystitis 
alone. 


Case 2.—A woman 29 years of age had been having epi- 
sodes of left costovertebral angle pain, nausea, vomiting and 
fever for two years. There had been no dysuria, frequency, he- 
maturia, gravel or other symptoms. Results of urine analysis 
usually were normal, but occasionally pus was found. Ex- 
amination revealed temperature of 99.4° F. and tenderness 
in the left costovertebral angle but no other abnormalities. 
Cystoscopy and pyelograms disclosed bilateral hydronephrosis 
due to obstruction at the ureteropelvic junctions. Bilateral 
aberrant vessels were removed, bilateral nephropexies and 
pyeloureteroplasties were done, and the patient obtained com- 
plete relief of symptoms. Had the urine analysis not been re- 
peated several times the relation of the symptoms to the uri- 
nary tract might have been missed. 


Case 3.—A boy 17 years of age was referred for urological 
consultation because of episodes of left abdominal pain 
which had occurred every five to six months since childhood. 
They were frequently associated with left costovertebral angle 
pain, nausea and fever, but because of repeatedly normal re- 
sults of urine examination, no genitourinary studies had been 
done. Examination revealed some tenderness in the left cos- 
tovertebral angle and left side of the abdomen. Upon cystos- 
copy the bladder was found to be normal, but pyelograms 
revealed bilateral hydronephrosis with obstruction at the ure- 
teropelvic areas and definite decrease in the function of each 
kidney. Both ureters were dilated to 10 (French) for several 


months but the symptoms continued, and eventually when an 
operation was performed, bilateral congenital ureteral fibro- 
muscular strictures were found and pyeloureteroplasties were 
done. The patient was free of symptoms during several 
months of observation following the operation. Had undue 
importance not been ascribed to the normal results of urine 
analysis, the diagnosis and treatment might have been car- 
ried out earlier. 


Case 4.—A 67-year-old man was referred with total gross 
hematuria. Results of urinalyses prior to this, however, had 
always been normal and there was no history of symptoms 
indicating genitourinary disease. Thorough studies revealed 
that the patient had a contracture of the bladder neck, a 
small fibrous obstructing prostate, a large diverticulum of 
the bladder, within which was a papillary carcinoma and a 
left hydronephrosis. All these conditions have been sur- 
gically corrected. This case is described to demonstrate that 
advanced genitourinary disease of long duration may cause 
no abnormality in results of urine analysis. The diverticulum 
had probably been steadily developing since childhood, the 
carcinoma for six to twelve months and the hydronephrosis 
for several months. 


Case 5.—A woman, 48 years of age, had had vague left 
loin pain for many years, and once, 20 years before, had had 
gross hematuria. She was continually under medical care 
because of hypertension, and the urine, when analyzed from 
time to time, usually was found to contain albumin. Because 
it had never contained leukocytes or erythrocytes, no fur- 
ther studies of the kidneys were made until the patient had 
severe left renal colic. The pyelogram revealed a large left 
hydronephrosis. The diseased kidney was removed. Inci- 
dentally, the hypertension has been much less following the 
operation. 


Case 6.—The patient, a woman 26 years of age, had been 
receiving dilatations of the right ureter in various cities for 
four years. The chief symptom was right costovertebral 
angle pain which was so severe that it had practically inca- 
pacitated her for the previous year. The patient also fre- 
quently had nausea, fever, dysuria and frequency, but re- 
sults of urine analyses, which had shown the presence of 
infection the first three years, had been normal the last year. 
Examination proved the right costovertebral angle area to be 
tender. Cystoscopy showed a normal bladder. Pyelograms 
demonstrated bilateral bifid renal pelvices with the upper 
calyx on the right dilated and draining through a long nar- 
row infundibulum. Heminephrectomy was attempted but be- 
cause of technical difficulties it was necessary to do a nephrec- 
tomy. The patient since has had complete relief of symptoms 
and is now quite active and normal. This case is presented 
to demonstrate that longstanding incapacitating disease in 
the genitourinary tract may cause no abnormalities in the 
urine. 


Case 7.—A 26-year-old woman complained of pain in the 
right side of the abdomen and loin. The temperature was 
101° F. Six months before, laparotomy and appendectomy 
had been done for relief of the same symptoms, but no evi- 
dence of disease was found at that time. The symptoms sub- 
sided with bed rest. In complete urological studies, results 
of six urine analyses were normal, but pyelograms showed 
right hydronephrosis and a suggestion of an aberrant vessel. 
This was removed surgically and a nephropexy done, with 
relief of symptoms. 
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Case 8.—The patient, a woman aged 37, for several years 
had had recurrent episodes of dysuria, frequency, fatigue, 
nervousness and dull constant bilateral costovertebral angle 
pain. When physical examination revealed no abnormalities, 
and the results of several urine analyses were normal, the 
most apparent diagnosis seemed to be psychoneurosis. Urine 
cultures were done, however, and a growth of B. Aerogenes 
found. Pyelograms (Figure 1) show the extent of involve- 
ment. This case was one of polycystic disease of the kidney. 


Figure 1.—Case 8: Polycystic disease. 


Case 9.—The patient, a woman 53 years of age, com- 
plained chiefly of dull constant pain felt in the left buttock. 
Hysterectomy had been done six months before because of 
abdominal pain. There were no urinary symptoms of any 
sort and results of urine analysis were normal. Blood pres- 
sure was 176 mm. of mercury systolic and 106 mm. diastolic. 
There was a movable, heavy, non-tender mass in the left loin. 
At cystoscopy the bladder was found to be normal. Urine 
specimens from both kidneys were normal, and function 
was good bilaterally. However, pyelograms were suggestive 
of a tumor in the left kidney. A hypernephromatous kidney 
was removed. 

In view of the minimal symptoms and the normal urine, 
the referring physician deserves much credit for obtaining 
complete urological studies so early. It is only by such early 
diagnosis that cures can be obtained in this condition. In 
approximately 70 per cent of cases, hypernephromata cause 
no abnormalities in the urine. 


Case 10.—The patient, a girl ten years of age, had had an 
episode of rheumatic fever at the age of seven. At that time 
it was noticed there was a trace of albumin in the urine but 
because of the absence of pyuria and the dearth of symptoms 
suggesting urinary tract disease, the illness was considered 
as caused entirely by rheumatic fever and no further geni- 
tourinary studies were done. Although albuminuria contin- 
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ued for several years, it was still considered an aftermath of 
rheumatic fever until the family consulted another pediatri- 
cian and urological studies were obtained. Urine from the 
bladder and from the left kidney were found to be swarming 
with Gram negative bacilli, but urine from the right kidney 
was normal. The number of pus cells was always less than 
five per high power field. Pyelograms demonstrated left hy- 
dronephrosis and hydroureter with a stricture in the lower 
third of the left ureter. Treatment with chemotherapy and 
dilatation of the ureter have produced complete freedom from 
fever and other symptoms. 


DISCUSSION 


The ten cases presented, selected to demonstrate 
that obscure renal disease may occur at all ages in 
both sexes, illustrate that advanced urinary tract dis- 
ease may exist and yet the urine be normal. For this 
reason it is wise to repeat urine analysis several times 
when the clinical picture is obscure and the diagnosis 
uncertain. When caring for a patient over a period 
of time it is often noticed that both erythrocytes and 
leukocytes appear in the urine in “showers” and 
that when these are washed away the urine is nor- 
mal for a time. A specimen taken during a normal 
period would tend to throw one off the track. 


In the preceding case histories it will be noted that 
in several instances the symptoms seemed typical of 
renal disease but inasmuch as results of urine analy- 
ses were normal, the logical diagnosis was set aside 
for a time and it was not until complete urological 
studies were made that the true state of affairs was 
found. All too often we treat the patients in such cir- 
cumstances for recurrent cystitis and because of a re- 
luctance on the part of the patient to undergo further 
examination or a feeling by the physician that the uri- 
nary symptoms are not disabling, no further study is 
made and it is not until considerable permanent dam- 
age is done to the urinary tract that the diagnosis is 
finally made. 

The cases reported are not unusual. Included are 
cases in which the symptoms were caused by aber- 
rant vessels, nephroptoses, intramural ureteral stric- 
tures, tumors, polycystic kidneys, hydrocalyces, di- 
verticula of the bladder and carcinoma of the blad- 
der. These are typical average genitourinary cases 
and represent a wide range of disease entities, yet all 
occurred in the presence of apparently normal urine. 

For investigation of the urological tract no exami- 
nation can take the place of cystoscopy and retro- 
grade pyelograms. Intravenous pyelograms are useful 
but they leave much to be desired in demonstrating 
the bladder and ureters. They also frequently give 
a false sense of security concerning renal disease 
when the pelvis and calyces are not well filled. In 
difficult diagnostic problems it is not wise to “rule 
out” renal disease upon the basis of the usual intra- 
venous pyelogram. 

The cases reported illustrate once more the old pre- 
cept that no single laboratory procedure is of as much 
value as a careful taking of history, physical exami- 
nation and clinical impression. When these suggest 
kidney disease a normal result of urine analysis does 
not rule it out. 

3768 Twelfth Street. 
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Massive Herniation of the Intervertebral Disc Producing 
Compression of the Cauda Equina 


Howarp A. Back, M.D., Sacramento 


y. pertaining to massive herniation of 
the intervertebral disc, with compression of the 
cauda equina, have been submerged by the recent 
flood of literature on the more common unilateral 
disc syndrome implicating usually a single nerve 
root. Eleven cases'of the condition under considera- 
tion have been gathered from the records of the 
neurosurgical services under the direction of Brow- 
der at the Kings County Hospital, the Long Island 
College Hospital and the Brooklyn Hospital, New 
York City. Analysis of the histories indicates there 
are certain features which aid in establishing a cor- 
rect preoperative diagnosis. A composite history may 
be assembled which contains three stages in the pro- 
gression of symptoms. Illustrative case histories will 
be presented. 

The early literature relative to posterior hernia- 
tions of the intervertebral structures contains many 
examples of massive herniation of a disc producing 
obstruction of the spinal subarachnoid space and 
compression of the cauda equina or .of the spinal 
cord. In 1911 Goldthwait® postulated that dislocation 
of an intervertebral disc might cause compression of 
the cauda equina.. He described a case which well 
may have been similar to the ones herein recorded. 
Middleton and Teacher,® in 1911, recorded the first 
verified case of extrusion of a large disc, secondary 
to trauma, with compression of the spinal cord. In 
1916 Elsberg? stated, “I have seen one patient with a 
chondroma of the vertebra which caused symptoms 
from pressure on the cauda equina, and Oppenheim 
has described a similar case.” It is known that the 
chondromas referred to in the literature then were 
in all likelihood what are now termed retrohernia- 
tions of the intervertebral disc. 

The first record of successful operation for the 
condition, with recognition of the nature of the 
offending agent, is that by Dandy.” In 1929, under 
the title of “Loose Cartilage from Intervertebral Disk 
Simulating Tumor of the Spinal Cord,” he reported 
two cases in which the patients were successfully 
operated upon and stated, “The lesion is undoubtedly 
of traumatic origin.” In 1930 Bucy! reported a 
similar case in which there was a partial block of 
the subarachnoid space on Queckenstedt test, and a 
complete block to lipiodol. Mixter and Barr,’ in 1934, 
reported 19 cases, and in six of them the herniation 
was of the massive type producing obstruction of the 
spinal canal. Infrequently there have been other ex- 
amples of the condition included in reports which 
directed attention primarily to the usual or unilateral 
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extrusions. More recent literature includes the re- 
ports of French and Payne,* and of Ver Brugghen,*® 
which deal with massive herniations of discs. 

In the 11 cases studied it was observed that the 
histories of five patients presented three definite 
stages in the development of the syndrome, and the 
remaining histories differed only in omitting either 
of the first two stages. The following case illustrates 
the most commonly encountered history. 


CASE REPORT 


Case 1.—A chauffeur, aged 46, was admitted to the Brook- 
lyn Hospital Jan. 2, 1943, complaining of pain in the legs 
and weakness and numbness of both legs. For the previous 
ten years he had had occasional attacks of pain in the lower 
part of the back. Eight months before admission pain radiated 
down the back of the left thigh and leg. Nine days before 
admission, while walking in his home, he coughed and sud- 
denly was seized with lightning-like pain down the outside 
of both thighs followed by weakness and numbness of both 
legs and inability to urinate. 

Examination disclosed marked weakness of all muscle 
groups of both legs. Achilles reflexes could not be elicited. 
The other deep reflexes were active. There was anesthesia 
in the second through the fifth sacral dermatomes bilaterally. 
The bladder was markedly distended and the external anal 
sphincter was lax. Roentgenograms of the lumbar spine 
showed no abnormality. The total protein content of the 
spinal fluid was 186 mg. per 100 cc. 

At operation a large intervertebral disc, occluding the 
intraspinal canal, was found lying anterior to the dura at the 
fourth lumbar interspace, completely extruded from the inter- 
vertebral space. It was removed through an extradural ap- 
proach. Later the dura was opened and the cauda equina 
found matted together at the level of the lesion. 

Recovery from operation was prompt and at the time of 
discharge from the hospital the patient was considerably 
improved. 


This case history may be summarized as follows: 
Intermittent attacks of pain in the lower part of the 
back for ten years, succeeded by pain radiating down 
the posterior aspect of one lower limb for eight 
months, and finally a sudden onset of symptoms sug- 
gesting severe compression of the cauda equina. 

In the following case there was radicular pain 
suggestive of unilateral disc herniation, followed by 
symptoms of compression of the cauda equina; but 
there was no preceding stage of chronic backache. 


CASE REPORT 


Case 2.—A painter, aged 44 years, was admitted to the 
Kings County Hospital Aug. 17, 1942, complaining of 
paralysis of the legs. Three years previously there had been 
an attack of pain in the right buttock. The pain had spread 
down the back of the right thigh, and later down the leg, 
and usually was aggravated by coughing. Five days before 
admission to the hospital there was a sudden onset of pain 
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in the legs accompanied by weakness of the legs, numbness 
of the buttocks, and inability to urinate. 

Examination disclosed a moderate degree of weakness of 
the flexor and extensor muscles of the ankles and toes on 
both sides. Neither ankle jerk was obtained. The remaining 
deep reflexes were within normal limits. There was a marked 
degree of hypesthesia and hypalgesia in the region of the 
fifth lumbar through the fifth sacral dermatomes bilaterally. 
The bladder was distended one-half way to the umbilicus 
and the external anal sphincter was lax. Roentgenograms of 
the lumbar spine showed only scoliosis. The total protein 
content of the spinal fluid was 65 mg. per 100 cc. Roent- 
genograms taken in the sitting position after subarachnoid 
injection of lipiodol demonstrated a block at the fourth 
lumbar interspace. 

At operation a large mass of white, fragmented, gristly 
material lay anterior to the dura at the level of the fourth 
intervertebral space, and almost completely occluded the 
intradural canal. The mass was removed and the wound 
closed in layers. 

Recovery from operation was prompt and three weeks 
later, at the time of discharge from the hospital, the patient 
was able to walk unaided and to control the flow of urine 
moderately well. When last seen, three months after opera- 
tion, he was able to walk a half mile without tiring and had 
normal control of the urinary bladder. 


A third variation in the histories encountered in 
the group of 11 patients is illustrated by the following 
record, in which a period of backache was followed 
by sudden onset of symptoms suggesting compres- 
sion of the cauda equina. 


CASE REPORT 


Case 3.—A housewife, aged 52 years, was admitted to the 
Long Island College Hospital Feb. 14, 1934, complaining of 
pain in the lower part of the back and of inability to control 
the flow of urine. Two months previously a boring, cramping 
pain developed in the lower part of the back. Two weeks 
before admission to the hospital the patient was awakened 
at night by sudden, severe cramp-like pain which radiated 
down the backs of the thighs, and the following morning 
there was a feeling of numbness of the genitals and weak- 
ness of the legs. 

The patient’s gait was waddling and the left lower limb 
was favored, suggesting particular weakness of the muscles 
of the left calf although both ankles were weak. Neither 
ankle jerk was obtained but the other deep reflexes were 
active. There was hypesthesia and hypalgesia in the region 
of the second sacral dermatome on the right side. Roentgeno- 
grams of the lumbar spine showed no abnormality. The 
total protein content of the spinal fluid was 129 mg. per 
100 ce. 

Operation was refused and the patient left the hospital 
only to be readmitted a week later. Fluoroscopic examina- 
tion after subarachnoid injection of a small amount of lipio- 
dol disclosed a block at the fourth lumbar interspace. 

At operation no epidural fat was present at the fourth 
lumbar level. When the dura was opened marked compres- 
sion of the cauda equina was seen. The nerve roots were 
hyperemic. A transverse bulge of the anterior dural wall into 
the spinal canal was present at the level of the fourth inter- 
space. The dura was incised and a large herniated disc 
removed. 

Recovery proceeded well and at the time of discharge, 15 
days later, the patient was free of pain, was walking, and 
had good control of the urinary bladder and bowels. Im- 
provement continued and the ankle jerks returned. 


The remaining records when analyzed are found 
to follow rather closely some one of the three pat- 
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terns illustrated by the cases which have been pre- 
sented. It will be seen that a composite history may 
be drawn from the group as a whole in which three 
stages in the advance of the symptoms are evident. 
The first phase is that of chronic backache. There 
is pain in the lower part of the back, usually inter- 
mittent, and often related to motion. The second 
phase is that usually associated with posterior her- 
niation of a unilateral disc, with radiation of pain 
down the posterior aspect of one lower limb. The 
pain commonly is moderate or severe in degree, may 
be aggravated by coughing and sneezing, and may be 
associated with paresthesias. The third stage usually 
is distinctive, and consists of a relatively sudden 
onset of symptoms indicative of compression of the 
cauda equina—pain in both lower limbs, weakness 
of the legs, numbness of the legs and saddle area, and 
possibly paresthesias in the legs or saddle area, im- 
potence, retention of urine, and trouble controlling 
the bowels. All three stages were noted in the his- 
tories of five patients; three patients gave histories 
indicative of stage one and stage three only; and 
three had only stages two and three, there having 
been no preceding period of chronic backache. 
Briefly stated, the composite picture is: Chronic 
backache for a variable period of time, followed by 
radiation of pain into one lower limb, and succeeded 
by relatively sudden onset of symptoms of compres- 
sion of the cauda equina. 

This symptom-complex most commonly is the re- 
sult of one of three pathological processes: Massive 
herniation of a nucleus pulposus; collapse of a verte- 
bra following invasion by tumor (usually carci- 
noma); or collapse of a vertebra weakened by in- 
fection (usually tuberculosis). When the neural 
compression is the result of vertebral collapse from 
tumor or tuberculosis, roentgen ray studies usually 
will demonstrate the pre-existing disease of the spine. 
When the compression of the cauda equina is sec- 
ondary to carcinoma or tuberculosis, but there is no 
evidence of metastasis to the spine or tuberculous 
infection of the spine at the level of neural compres- 
sion, the history frequently will indicate a relatively 
gradual progress of pressure. In such instances an 
epidural extension of the disease process may be the 
cause of the obstruction of the spinal canal. 

Differentiation of the lesion under consideration 
from tumors of the cauda equina or of the conus 
medullaris or filum terminale appears possible when 
the history of the illness is analyzed. The third stage 
of the history—that of fulmination of symptoms, in 
which the patient, at the onset in relatively good 
health, rather suddenly becomes severely incapaci- 
tated—is seldom encountered in tumors. A correct 
diagnosis was made pre-operatively in ten of the 
eleven cases in this group of massive disc herniations. 

There was a history of trauma to the back in only 
three of the eleven patients. Roentgenograms showed 
a narrowing of the involved interspace in only two 
patients in this series. A contrast medium was used 
to provide confirmatory evidence of localization in 
ten of the eleven patients. A complete spinal sub- 
arachnoid block (lipiodol was used in nine and 
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pantopaque in one) was demonstrated in eight in- 
stances, and in one case a nearly complete obstruction 
was present. One examination was technically un- 
satisfactory. The levels of the extruded discs were: 
The fifth lumbar interspace in three cases; the fourth 
lumbar interspace in seven cases; and the third 
lumbar interspace in one case. 

Of the 11 patients, nine made a reasonably good 
recovery following operation; one patient’s recovery 
is characterized as moderate owing to residual motor 
and sensory deficits, albeit insufficient to prevent 
light work; and one patient has made almost no 
recovery. One patient has been followed for 11 years, 
two for eight years, one for six years, one for three 
years, and two for one and a half years. The other 
four were lost track of shortly after operation, but 
appeared to be doing well at the time of discharge 
from the hospital. Of these seven patients who have 
been followed since operation, with one exception all 
have returned to gainful employment, or, if house- 
wives, have returned to their work about home. In 
the case of the one patient who is known to have 
fared poorly since operation, approximately ten 
weeks elapsed between onset of symptoms of com- 
pression of cauda equina and operation. One and 
one-half years after operation this patient was still 
bed-ridden and showed almost no signs of recovery. 
Such a sharp discrepancy between the recovery ex- 
perience of this patient and that of the other patients 
directs attention to the time interval between onset 
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of the third stage and operation. Of the eight patients 
who came to operation within two weeks of sudden 
onset of compression of the cauda equina, all have 
made reasonably good recoveries. Less satisfactory 
was the recovery of a patient operated on approxi- 
mately four weeks after onset of compression of the 
cauda equina; and almost no recovery has occurred 
in one case in which operation was delayed ten weeks. 

Table 1 contains the pertinent data of the 11 cases, 
together with certain features which have not been 
mentioned in the text, such as the age and sex of 
the patients, and the spinal fluid total protein content. 


SUMMARY 


From an analysis of 11 examples of massive her- 
niation of the nucleus pulposus with compression of 
the cauda equina, it is believed that certain features 
of the history aid accurate preoperative diagnosis. 

Three stages in the history may be delineated. 
The first is characterized by chronic backache, the 
second by radiation of pain into one lower extremity, 
differing nowise from the common symptom of 
unilateral disc extrusion with implication usually 
of a single nerve root, and the third by relatively 
rapid, and ofttimes sudden, onset of symptoms indi- 
cating involvement of the cauda equina. Either of 
the first two stages may be absent. Patients present- 
ing such a history, and in whom there is no clinical 
or roentgenographic evidence of implication of the 
spinal column by tumor or tuberculosis, may be pre- 


TABLE 1 


Patient 














9 
34 
F 





History of injury to back 





Chronic pain in back 


(Duration) (10 yr.) 


(2 mo.) (27 mo.) 


oh 


(1S yr.) (4yr.) (2 mo.) (15-20 yr.) 





Pain down one lower limb...... + + — +. 
(Duration) (8 mo.) (3 yr.) 
Sudden onset of pain in 
both lower limbs + + -+ 


(Duration to operation) 


(9 mo.) (3 da.) 


(10 da.) (7 da.) (23 da.) (7da.) (1da.) (27 da.) 


+ a 


(4 mo.) (1 mo.) (2 wks.) (6 mo.) 


+ + + + + +. + 


(43 da.) (14da.) (11da.) (70da.) (1da.) 





Acute urinary retention + — + 


( Uni- 
lateral) 


Bilateral sensory loss 


‘ 
Bilateral weakness of feet 

and/or gluteal muscles - + 

se 


Loss of both ankle jerks a 


Complete subarachnoid 
obstruction to 
radiopaque medium... 


eee 
technically 
unsatisfactory -- + 
Level of lumbar 
disc herniation...................... . 4 4 4 4 


(Uni- 
lateral ) 


Le = a a + — 
Un (Unit 2 + os 


lateral ) 


+ (Uni- 


lateral ) 





lateral ) 


+ (One ( Both ok 
obtained) obtained) 


a 
(Uni- + 
oe 


ad . 
+ Sao + + 





3 5 5 4 4 








Total protein of spinal fluid 
Mg. per 100 cc.).................- 65 120 60 


Good Good Good Good Moderate Good (Good at time Good 





Not Not 


56 1 84 96 69 done done 


Unknown Poor 
(Almost Good 
of discharge) none) 
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sumed to have a massive posterior herniation of an 
intervertebral disc. 

Prompt surgical intervention is essential to satis- 
factory recovery. An instance is cited in which there 
was a prolonged period between onset of involve- 
ment of the cauda equina and operation. In this case 
almost no recovery has occurred, in contrast to 
reasonably good recoveries made by patients op- 
erated on soon after onset of compression of the 
cauda equina. 

2100 Capitol Avenue. 
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Cutaneous and Epidemic Diphtheria | 


Rosert L. Stern, M.D., Beverly Hills 


W's diphtheria again a serious epidemic dis- 
ease not only in California but reportedly world- 
wide, presentation of several important and not 
widely publicized facts regarding the disease and the 
cutaneous form is warranted. Experience with an 
epidemic of 133 cases, pharyngeal, cutaneous and 
combined in the Pacific in 1944" led the author to the 
following conclusions: 


1. Diphtheria occurs widely in adults, even in 
those who previously gave no reaction to the Schick 
test. The patients in 33 cases had shown negative 
reactions to that test within two months previous to 
the onset of the disease. It must be remembered that 
immunity is relative only. 

2. Cutaneous diphtheria is more common and 
much more important than has been realized. Indo- 
lent ulcers which give few symptoms may well act 
as a quiet source of virulent pharyngeal diphtheria. 
That skin lesions may be the original source for oth- 
erwise unexplained major epidemics is strongly evi- 
denced by the following: Cutaneous diphtheria was 
eventually recognized as widespread in the indolent 
“desert or veldt sores” of armies in the African des- 
ert during the last war. In 1941 and 1942 many Ger- 
man soldiers were presumably sent from the desert 
to “rest” areas in Nazi occupied Northern countries, 
Norway, the Netherlands and back into Germany 
itself. The spectacular manifold rise in the diphthe- 
ria rates in these countries from 1940 to 1942 is 
shown graphically in the accompanying chart. At the 
same time the rates in the non-Nazi occupied adjacent 
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countries of Switzerland, Sweden and partially occu- 
pied France remained about the same or rose only a 
little. Also during the same period and later it was re- 
ported that sharply localized epidemics of diphtheria 
occurred amongst German prisoners of war brought 
to prison camps in the United States. Cutaneous and 
wound diphtheria has long been recognized, but the 
typical ulcers observed by the author (see photo- 
graphs), almost all had the following fairly uniform 
characteristics: They were generally round or oval, 
varied from a few millimeters to 4 centimeters in 
diameter, had sharply demarcated “punched out” 
appearance with margins sharp or “rolled” ; the base 
was flat and usually fairly clean but at times covered 
with a thin, greyish fibro-purulent layer or a thin, 
dry crust. The skin at the site of the ulcer was totally 
destroyed but the surrounding skin showed little reac- 
tion other than slight reddish to purplish discolora- 
tion. 

The lesions were painless except when situated in 
areas involved in motion. They were usually on the 
extremities at the site of previous trauma such as 
abrasions, insect bites, scratches. A history of a 
small linear traumatic lesion gradually becoming a 
round or oval one was usual and most suspicious. 

A most important point in diagnosis was that often 
when initial cultures from the lesions were negative 
for the diphtheria bacillus, after sterile wet saline 
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compresses had been applied for from eight to 24 
hours positive cultures were obtained. Any suspi- 
cious “negative” skin ulcer or lesion should have a 
wet dressing applied and the culture then repeated 
(or a compress applied before the initial culture). 
These ulcers when healed gave another characteris- 
tic finding, in that the scars were usually hypesthetic 
or anesthetic to pin-prick. This finding may be im- 
portant in tracing cases of diphtheria. 


3. Penicillin is of no proven use in diphtheria 
except in attempting to hasten the clearing of the 
pharyngeal carrier state and to hasten the healing of 
cutaneous ulcers. In our small experience with per- 
sistent pharyngeal carriers the value of adequate par- 
enteral penicillin was questionable and gargles and 
sprays of solutions of 500 units per cc. also gave 
inconclusive results. Other more recent reports in- 
dicate a shortening for the carrier period by such 
topical use. In a recent report? of a case of fatal 
diphtheria treated with penicillin, streptomycin, and 
diphtheria antitoxin, it was stated that “there was no 
clinical or bacteriologic response to the administra- 
tion of either penicillin or streptomycin.” In our 
cases of cutaneous diphtheria, a penicillin solution 
of 500 units per cc. used on moist compresses was 
of definite value in shortening healing time of the 
lesions. Similar lesions did heal successfully, but 
more slowly, with the use of simple twice-daily sterile 
saline solution dressings and rest. 

444 North Bedford Drive. 
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The Berman Foreign-Body Locator 


J. P. McBrive, M.D., Los Angeles 


HE Berman Foreign-Body Locator, developed by 

Samuel Berman, an electrical engineer, and 
J. J. Moorhead, both of New York City, is proving 
valuable as a supplement to the present indispensable 
methods of x-ray and fluoroscopy location of metal- 
lic foreign bodies embedded in tissues. Although it 
is well known that in-many cases, foreign bodies, if 
they cause no symptoms, do not necessitate opera- 
tion, removal of those that interfere with normal 
function usually is required. The surgeon, however, 
has undertaken the removal of such bodies from the 
deeper structures with reluctance, because of the 
difficulties involved in their detection and actual loca- 
tion on the operating table. Experience is proving 
the Berman locator to be especially helpful with all 
magnetic foreign bodies, except those which are 
extremely small. Its usefulness is also limited with 
large non-magnetic objects.* 


The Berman locator, first used successfully in 
1941, utilizes electronic principles to determine the 
location of metallic foreign bodies embedded in tis- 
sues. It is equipped with a meter on the control panel 
to indicate when a metallic body is near, and also 
with a horn that sounds with increasing intensity as 
the object is approached. The handling of the ma- 
chine is simple, and it can be tuned properly and set 
in operation in only a few minutes. 


A review of the literature is convincing that the 
Berman locator is a valuable adjunct to present 
methods. Parks‘ reports a case of a foreign body just 
proximal to the metacarpal phalangeal joint of the 
thumb. Although the locator led him to a point just 
over the extensor tendon, Dr. Parks, who had not 
previously used the machine, hesitated to incise the 
tendon sheath, for he could see no evidence of the 
foreign body. He called Mr. Berman for advice, and 
at his suggestion incised the tendon as the probe 
indicated. A small metallic body was easily removed. 

Moorhead* records the removal of a small foreign 
body from the deltoid region after two previous at- 
tempts, without the help of the Berman locator, had 
failed. In another case a needle was removed from 
the left ventricle with the aid of the locator. 


Skiles® reports two cases: In one a broken spinal 
syringe needle in the back was removed in 15 min- 
utes with a minimum of trauma. In the second case a 
needle was embedded posterior to the patellar ten- 
don. It was removed with little difficulty through the 
use of the locator. 


Rieger® recounts a case in which a broken hypo- 
dermic needle deep in the pterygoid muscles was re- 
moved with the help: of the Berman after a 
previous attempt without the locator had failed. 

*The biplane fluoroscope developed by Leishman may 


also prove to be an additional aid in exact location at the 
time of operation. 


Minsky? and Alvis! report several cases in which 
intraocular foreign bodies were located with the as- 
sistance of the Berman locator, and removed. 

In addition, this instrument has been found useful 
in connection with foreign bodies in the thorax, the 
abdomen, the neck, the brain, and the perineum. 

The author’s own experience with the Berman lo- 
cator is confined to use in searching for foreign 
bodies in and about the structures of the eye. Al- 
though x-ray location of intraocular foreign bodies 
by the Sweet and Comberg methods has proved very 
satisfactory, it is not uncommon for x-ray to be in 
error a few millimeters in the exact location of such 
bodies. The following case report illustrates the use- 
fulness of the Berman locator: 


CASE REPORT 


Case 1.—The patient, while pounding a king-pin with a 
hammer, received a penetrating wound in the right eye. 
Examination showed a tiny corneal wound, 5 o’clock midway, 
an iris window, and an opaque lens. A roentgenogram, which 
located a metallic body 1x2x2.5 mm:, 18 mm. back of the 
center of the cornea, 2 mm. below the horizontal plane, and 
2 mm. to the temporal side of the vertical, placed the object 
in the posterior vitreous. At operation the lower temporal 
quadrant of the sclera was exposed. The Berman locator 
probe was applied to the sclera with no response. Then the 
magnet was applied to the exposed sclera for about one 
minute. Again the probe of the Berman instrument was em- 
ployed, and a signal was obtained, indicating that the frag- 
ment was immediately under the sclera about 9 mm. from 
the limbus. An incision was made in the sclera with the 
graefe knife and the foreign body removed with the first 
application of the magnet to the incision. 

Although it is likely that this foreign body could 
have been removed without the aid of the Berman 
locator, perhaps less trauma resulted than would 
have been caused by the usual method of making 
a scleral incision as near the foreign body as possible 
and depending on the magnet to pull it to the inci- 
sion. When a foreign element is far back in the vit- 
reous, one is at a loss to determine the exact site for 
making the scleral incision. In the case reported, it 
was gratifying that the splinter was immediately 
under the sclera as the instrument indicated. 


CASE REPORT 


Case 2.—The patient had received a small penetrating 
wound over the ciliary body 4 mm. from the limbus, tem- 
poral side, right eye. The media of the eye were clear and no 
evidence of a foreign body was visible. When the Berman 
probe was applied to the globe in the wound area, the height 
of the response was noted directly over the wound. This in- 
dicated that a foreign body, probably magnetic, was in the 
eye in the region of the wound. The magnet was applied over 
the area, its pull being directed away from the lens, and a 
foreign body measuring 3x2x1 mm. was removed. 


Again this fragment could have been removed 
without the Berman locator. However, knowledge 
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given by the instrument that the foreign body was in 
the region of the wound was valuable; for a foreign 
body near the ciliary can damage the lens if pulled 
into it by the magnet, and save for the information 
given by the instrument, the operator would have 
hesitated to apply the magnet blindly without x-ray 
location. 


CASE REPORT 


Case 3.—The patient had received a penetrating wound of 
the right eyelid. X-ray located a foreign body measuring 
3x3x5 mm. in the upper nasal aspect of the right orbit 
posterior to the trochlea. The globe was not injured, and the 
wound healed with first intention. For 30 days the patient 
complained of pain about the eye and insisted on having the 
splinter removed. With the magnet applied as indicated by 
the Berman locator, the small metallic body was dislodged 
without much difficulty. 

Here again the operator would have been re- 
luctant to attempt removal without the Berman lo- 
cator. 

Regarding the detection of foreign bodies of 
various sizes and compositions, the following para- 
graph from a bulletin by Berman says: 

“The distance from which a magnetic foreign 
body will be detected depends upon its size and com- 
position. Soft iron and ordinary ‘carbon’ steel are 
the most responsive. Alloy steels such as ball-bearing 
steel and ‘high speed’ tool steel are less responsive. 
Certain stainless steel alloys are entirely non-mag- 
netic and will give no response. 


“The following distances apply to common iron 
or carbon steel: 
Dia. of Mass Approximate distance of detection from 

bare element (shield removed) 
2% mm. 
10 mm. 
30 mm. 
1¥ to 2 inches 
4 inches 

“The sensitivity of the locator to non-magnetic 
metals (copper, brass, aluminum, lead, and so on) is 
relatively low and not always helpful. However, when 
a foreign body has been approached closely enough 
to be within detecting range of the probe and yet 
cannot be found, the locator can be most helpful. 

“The following distances apply to non-magnetic 
metals: 

0.45 caliber lead bullet 
0.22 caliber lead bullet ¥% inch 
copper one-cent piece 1 inch” 

The limitations of the Berman locator with ex- 
tremely small magnetic intraocular foreign bodies is 
illustrated in the next two cases. 


Y% mm. 
1mm. 
3mm. 
Common steel needle 
3-inch iron nail 


% inch 


CASE REPORT 


Case 4.—The patient had received a tiny corneal wound 
in his right eye, 9 o’clock at the limbus. There was a window 
in the iris behind, a clear lens, and a visible shiny metallic 
foreign body lying on the retina in the dependent portion of 
the globe. There was no hemorrhage in the vitreous. An 
x-ray was reported as showing the foreign body, 0.5x0.5x1 
mm., in the area where it was visible. The sclera was exposed 
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in the midline below, and the inferior rectus was severed from 
the globe. The Berman probe gave no response, even after 
repeated applications. The magnet caused no sensation of 
pain. Yet the foreign body was clearly visible with the oph- 
thalmoscope. Under direct vision the magnet was applied and 
the body noted to be magnetic, as it moved slightly with each 
application, though never out of its bed. A scleral incision 
was made within 2 mm. of the foreign body, but it could not 
be removed as it was apparently anchored securely to the 
sclera. For the next 30 days the eye was exposed daily to the 
giant magnet in an effort to increase the magnetism of the 
foreign body. After this period, another unsuccessful attempt 
was made to remove the fragment from the globe. The eye 
was lost. The Berman instrument proved to be of no value in 
this case, as a response was never elicited, even though the 
tip of the probe was within 1 mm. of a visibly magnetic 
foreign body. 


By experimenting with foreign bodies of 44 mm. 
dimensions, the author has found that it is often 
necessary almost to touch the foreign body to obtain 
a response, which varies with the kind and size of the 
metal and its magnetism. 


CASE REPORT 


Case 5.—The patient reported on the day of injury with a 
needle-like steel foreign body, measuring 0.5x0.5x4 mm., in 
the center of the vitreous, right eye. The media were clear 
and the fragment could be seen easily with the ophthalmo- 
scope. The sclera was exposed and the Berman probe ap- 
plied over a large area with no response. Under direct vision, 
the magnet was used and the foreign body was pulled to the 
lower temporal quadrant of the globe. Again the Berman 
probe was applied ‘and a good response elicited. A scleral 
incision was made at the site of the greatest response, the 
magnet employed, and the foreign body easily removed. Upon 
healing, the eye was normal. 


Experience in this case showed that it was neces- 
sary to bring the locator probe within 5 mm. of the 
object before gaining a response. This explains the 


lack of response when the foreign body was in the 
vitreous center. 


CONCLUSIONS 


The surgeon confronted with the removal of a 
metallic foreign body will do well to acquaint himself 
with the Berman Foreign-Body Locator, for it is a 
valuable adjunct to the present methods of location 
and removal. 

1052 West 6th Street. 
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Drainage With an In-Dwelling Catheter 
Without Infection Following a 
Bladder Injury 


Tuomas C. McVeacu, M.D., South San Francisco 


T APPEARS to be generally agreed that in cases requir- 
ing somewhat prolonged bladder drainage (e.g. acute 
neurogenic bladder, or bladder rupture or perforation) su- 
prapubic drainage is preferable to use of the retained 
urethral catheter, because of the almost routine infection 
accompanying the latter.” * The following case is reported 
because, among other things, it poses the question whether 
with the availability of penicillin and sulfonamides, this 
position may not be subject to revision. 


CASE REPORT 


A laborer, 29 years of age, examined about ten minutes 
after injury, said that he had fallen in a sitting position 
upon an upright steel reinforcing rod about 18 inches long 
and three-quarters inch in diameter. The rod had passed 
upward its entire length through the perineum, and the 
patient had pulled himself off the rod unassisted. A small 
amount of bloody urine was obtained by catheter. A roent- 
genogram taken with the patient in the semi-upright posi- 
tion showed no sub-diaphragmatic air. The patient was 
‘treated for shock and was operated upon almost imme- 
diately. 

The abdomen was opened by a lower mid-line incision, 
and a perforation of the peritoneum overlying the right dome 
of the bladder was seen. When this area was isolated and 
stripped back a hole in the bladder was exposed. This was 
repaired by sutures of 0 chromic catgut. The overlying peri- 
toneum was then repaired with a continuous suture of 000 
chromic catgut. 

Following this, the entire gastrointestinal tract was ex- 
posed and examined. No lesion of the colon or the small 
bowel could be found with the exception of a hematoma 
about one-half inch in diameter on the left lateral aspect of 
the ileum, near the mesenteric attachment and about 30 
inches from the ileocecal junction. The bowel was plicated 
at this area to cover the hematoma. In the cul-de-sac there 
was found a piece of overall cloth about one-half inch in 
diameter, and a smaller piece of hair-covered skin which 
was apparently from the perineum. The cul-de-sac was 
cleaned out and the peritoneum was closed tight. 

Following closure of the peritoneum, the space of Retzius 
was explored and through separate stab wounds on either side 
of the main incision soft rubber drains were inserted extra- 
peritoneally to a point at the base of the bladder and pros- 
tate where it was assumed that the other wound of the blad- 
der existed. 

After closure of the abdominal wound the perineal area 
was cleaned and digital examination was performed. No 
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lesion of the rectum could be found and the sphincter ani 
was uninjured. The wound tract was explored but could not 
be followed for more than one-half inch through the muscle 
apparently because of displacement of the wound tract by 
muscular movement subsequent to the injury. It appeared, 
therefore, that the rod had penetrated the perineum to the 
left of the anus, had passed upward along the side of the 
rectum, through the base of the bladder and out through 
the dome of the bladder on the right side into the peritoneal 
cavity, where the end of the rod had bruised the ileum, pro- 
ducing the bowel hematoma. The perineal wound tract was 
left open. 


Postoperatively, the patient was given penicillin and a 
sulfa drug. The Foley catheter which had been inserted 
was retained and was connected to a low vacuum electric 
pump. Every effort was made to keep the bladder as nearly 
empty as possible at all times. 

The postoperative course was smooth. The retention cathe- 
ter was removed 14 days postoperatively, following which 
the patient voided without trouble. 

Examination at discharge showed the abdominal wound 
and a small scar to the left of the anus both well healed. 
There was no urethral discharge and smears showed only 
epithelial cells. Urine was voided into three glasses and 
all specimens were clear. Chemical tests and microscopic 
examinations showed no abnormalities. There were no stric- 
tures and no residual urine. 


The comment of the consulting urologist postoperatively 
was: “This patient has had a most unusual accident and a 
marvelous result. An in-dwelling catheter practically always 
is followed by infection. This man has what can be called 
‘virgin’ urine. He has no strictures from infection in the 
posterior urethra. There is no infection in his bladder. The 
good results are due not only to the good surgery, but this 
happened to be a case where the newer biologics have proved 
to be true ‘wonder drugs.’ ” 


DISCUSSION 


Following repair of the peritoneal perforation and‘ closure 
of the abdomen, it was necessary to decide whether the 
bladder should be opened extraperitoneally. The catheter 
which had been introduced on admission was functioning 
well, the bleeding per catheter was not profuse and the 
wound in the base of the bladder was judged to be of such 
a nature (perforation) that it would close spontaneously if 
the bladder were kept decompressed. These considerations 
led to the choice of the retention catheter for decompression. 
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Purpura Following Treatment With Tetra- 
ethylammonium Chloride 


FRANKLIN F, Ham, M.D., Van Nuys 


HE purpose of this article is to report a case of thrombo- 

cytopenic purpura resulting from the parenteral admin- 
istration of tetraethylammonium chloride (Etamon, Parke, 
Davis and Co.). 

Although the toxic effects of tetraethylammonium chlo- 
ride or bromide or laboratory animals have been studied ex- 
tensively,’** no allergic manifestations or ill effects upon 
the blood have been reported. Since the first use of the 
drug in man by Lyons and his associates’ there have been 
several studies in human beings,** none of which mention 
thrombocytopenic purpura as a possible complication of 
this treatment. 


CASE REPORT 


A white woman, aged 26 years, suffered a simple frac: 
ture of the right tibia with separation of the internal malle- 
olus, on Feb. 9, 1946. The fractured limb was immobilized 
in a plaster cast for six months. After removal of the cast, 
the extremity appeared to be improving until about six 
months later (one year following the original injury), when 
it gradually became swollen, painful, cold, and extremely 
sensitive to touch. These symptoms persisted and grew pro- 
gressively worse under conservative management elsewhere. 

At the time of initial examination by the author, the right 
ankle was found to be swollen, mottled purple in color, ex- 
quisitely painful, moist to touch, cold, and with areas of 
hypesthesia and hyperesthesia not characteristic of periphe- 
ral nerve distribution. Roentgenographic examination showed 
a’ complete separation of the internal malleolus as a pseud- 
arthrosis following the old fracture. 

Operation was performed July 14, 1947, when the frac- 
tured malleolus was fixed in satisfactory position by means 
of a metallic screw. The cast was removed Aug. 11, 1947, 
and the patient instructed to bear weight on the foot on 
Sept. 2. 

On Oct. 6, three months following operation, the patient 
complained of an exacerbation of the symptoms mentioned 
previously. The area was examined and the former find- 
ings confirmed. A diagnosis of reflex sympathetic dystrophy 
was made and a treatment program consisting of alternate 
hot and cold leg baths, massage, and Buerger’s exercises 
twice daily was begun. One week later there had been no 
improvement and it was decided to use Etamon. Accord- 
ingly on Oct. 13, 14, 17 and 20 the patient was given a dose 
of 20 mg. per kg. of body weight (in each buttock 7 cc. of 
an aqueous solution containing 0.1 gm. of Etamon Chlo- 
ride in each cc.). After these injections the swelling was 
dramatically relieved, the ankle was warm, bounding pulses 
were palpable, and the discoloration had disappeared. 

On Nov. 23 the patient complained that the previous 
symptoms were recurring, although they were considerably 
milder than formerly. Another intramuscular injection of 
Etamon was given in the same dosage used in October. On 
Nov. 26 a purpuric eruption of the back developed without ac- 
companying symptoms or evidence of bleeding elsewhere. 
A platelet count showed 99,220 per cubic mm. of blood. A 
second count on Nov. 26 showed 86,000 and a third on Nov 
27 showed 91,005. The rash lasted about 72 hours and 
disappeared spontaneously. A platelet count on Dec. 11 was 
161,000 and on Dec. 22 was 250,000. 

A review of the history disclosed no other possible causa- 
tive agent—the patient had taken no medicines of any kind 
for seven weeks preceding the first series of injections and 
for 11 weeks preceding the final one. There was no history 
of abnormal bleeding in the past and no history of personal 
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or familial allergy. With the exception of the platelets, the 
constituents of the blood were normal on repeated exami- 
nations. There was no splenomegaly. Capillary fragility was 
not increased. Unfortunately, platelet counts were not made 
before the onset of purpura, but routine blood smears on 
July 14 and Oct. 10, 1947, were reported to show, respec- 
tively, that “platelets appear normal,” and “platelets appear 
normal both numerically and morphologically.” 


It seems probable that this episode represents an allergic 
reaction to tetraethylammonium chloride characterized by 
a purpuric rash and an accompanying thrombocytopenia 
with spontaneous recovery. 

6511 Van Nuys Boulevard. 
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Streptomycin in Cryptococcosis 


Houcuton Girrorp, M.D., and R. L. HuLiincuorst, 
Lt. Col., M.C., San Francisco 


HERE is still no known treatment of value in cases 

of torula meningitis. Shapiro and Neal’ tried many thera- 
peutic agents before the advent of sulfonamides and the 
antibiotics. They found none which in therapeutic doses 
would inhibit the growth of torula organisms. Others since 
then have been equally unsuccessful. Sulfonamides as well 
as penicillin have been tried in a few cases.” *”* However, 
in only one case* has there seemed to be indication that sul- 
fonamides were of help, and no observers seem to have indi- 
cated penicillin as being of any aid. 


Tests in vitro with sulfonamides and penicillin have shown 
no inhibition of growth activity of the organism, and these 
agents have not prolonged the life of mice injected with 
torula.** Dawson and his co-workers list cryptococcus ho- 
minis as sensitive to penicillin. Robinson’ found the organ- 
ism insensitive in vitro to concentrations of 4,000 units of 
streptomycin and 250 units of streptothricin per cubic ‘cen- 
timeter. In our own experience streptomycin in concentration 
of 25,000 micrograms per cc. has no inhibitory effect on 
in vitro growth of two strains of this organism tested. 


Several factors make the trial of therapeutic agents diffh- 
cult. There are at least 40 strains of torula organisms, eight 
of which are pathogenic. In addition, torulosis is infrequent. 
Voyles and Beck* in 1946 found 108 cases reported in the 
literature. In 54 of these only the central nervous system 
was involved. One rarely has a chance to treat a case of 
torulosis. Hence, only after a series of individual case re- 
ports can the value of a therapeutic agent be determined. 
The following, to the best of our knowledge, is the first case 
in which streptomycin has been used. This agent, and others, 
produced no noticeable effect on the outcome of the disease. 


From the Laboratory Service, Letterman General Hos- 
pital, San Francisco, California. 
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CASE REPORT 


The patient, a 22-year-old Hawaiian male, was in excel- 
lent health prior to Sept. 3, 1945. On that date he awoke 
with a stiff, painful neck, and painful involuntary muscular 
spasms of his arms. Blurring of vision was next noticed, 
accompanied by a pounding headache in the occipital region 
which radiated to the eyes. He had “spells in which every- 
thing went black and spun around” when he tried to walk. 
Two days later the left eye turned inward and double vision 
appeared. The patient was admitted to an army hospital 


Sept. 7, 1945. 


Initial physical examination disclosed choked discs in the 
spine and left sixth cranial nerve paralysis. Subsequently 
two diopiers papilledema developed and there was an ap- 
parent smoothing of the right side of his face. The tongue 
deviated slightly to the right and vermicular movements 
were present, most marked on the left. The jaw deviated to 
the right on chewing. When the patient was placed in the 
Romberg position, there was some swaying to the right and 
backward. Hyperesthesia was present in the posterior occi- 
pital region on the left, and there was tenderness to pressure 
over the vertebral spines, most pronounced at C7 and ex- 
tending up to C2. No tendon reflexes could be obtained, 
even with reinforcement. However, the abdominal and cre- 
masteric reflexes were present. The neck could not be flexed. 
Straight leg raising elicited pain at about 80°, most pro- 
nounced on the left. Erosion of the posterior clinoids was 
found. Electro-encephalography on Sept. 27 showed an ab- 
normal focus, bi-occipital, more marked on the right. Re- 
sults of serologic tests and urinalysis were normal. 


Clinical impression was a posterior fossa tumor. Follow- 
ing confirmation by ventriculograms, craniotomy was done 
on Oct. 3, 1945, with exploration of the region of the cere- 
bellum. The cerebellar tonsils were protruding into the fora- 
men magnum, but no pathological process was evident to 
superficial inspection. The hemispheres were gently sepa- 
rated, and the exposed surface of the vermis had a yellow- 
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ish-grey discoloration. A biopsy specimen was taken from 
this region, and the wound closed. 

Pathological report revealed cerebellar hemorrhage, and 
questionable subdural hematoma. Examination of spinal 
fluid, not performed prior to operation due to clinical diag- 
nosis, subsequently showed only the usual postoperative 
changes. Thereafter, the only abnormality was a gradual 
permanent increase in spinal fluid protein to a maximum of 
352 mg. per cent on Dec. 10, 1945. 

The biopsy specimen was judged to be inadequate, and 
exploration was again performed on Nov. 19, 1945. The 
cerebellar tonsils were separated, and extending into the 
fourth ventricle was an apparently neoplastic growth. Al- 
though this was poorly demarcated from normal tissue, as 
much of it as could be identified was removed and the 
wound again closed. 

Pathological report revealed chronic granulomatous men- 
ingitis in which organisms typical of Cryptococcus hominis 
neoformans were seen. Six attempts at isolation of the 
torula organism from the spinal fluid by smear and culture 
were unsuccessful during the period from Dec. 14 to Jan. 22. 

By Dec. 2, there was considerable bulging at the oper- 
ative site, and the wound was thinned out on the left side 
and threatening to rupture. Lumbar punctures were done 
daily to relieve the pressure, but on Jan. 3, 1946, the wound 
broke down and a cerebrospinal fluid fistula developed. On 
Jan. 4 the fistula was excised and the wound was closed. 
A ureteral catheter was left in the subdural space to drain 
the excess fluid, and the wound healed without further 
difficulty. 

The patient showed considerable improvement, was up 
and active until the last of March, 1946, when signs of in- 
creased intracranial pressure developed. These were relieved 
with daily drainage of cerebrospinal fluids, but more and 
more frequent drainage became necessary and the response 
was less beneficial. On April 26, 1946, the patient died of 
medullary decompensation secondary to the increased intra- 
cranial pressure. 


TREATMENT 
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With the exception of the immediate postoperative peri- 
ods, the patient had fever ranging from 99° F. to 101° F. 
The therapeutic agents used in treatment are noted in the 
accompanying chart. 

Penicillin and sulfadiazine were administered at the be- 
ginning for a 30-day period in the customary prophylaxis 
associated with craniotomy. The same regime was used for 
a ten-day period associated with the second operation. 

In December, a small amount of streptomycin having be- 
come available, 0.485 gm. was administered intrathecally in 
doses ranging from 0.06 to 0.125 gm. over a 12-day period. 
Every three hours 0.125 gm. was given intramuscularly for a 
total of 14.4 gm. When the supply of streptomycin was ex- 
hausted, combined sulfadiazine and penicillin therapy was 
resumed for the next 22 days. 

In late March, the patient again appeared to be failing 
and streptomycin was given again intramuscularly, and con- 
tinued for 27 days with a total dose of 31 gm. During the 
last two weeks the drug was injected subdurally, after aspira- 
tion decompression, in doses of 0.125 gm. to 0.25 gm. on 
three occasions. 

The following levels of streptomycin were obtained in 
the blood and spinal fluid: 


STREPTOMYCIN LEVELS 
Units per ce. 
Spinal 
Fluid 
2 
96 
126 


Blood 


15 April 
16 April 
17 April 


20 April lessthan 1 


AUTOPSY FINDINGS 


With the exception of an acute bronchiolitis and concomi- 
tant bronchopneumonia, the significant findings at autopsy 
were limited to the central nervous system. The dura mater 
was tense and firmly adherent, at the present operative sites. 
to the right cerebellar hemisphere. Over the base of the 
brain, particularly in the region of the optic chiasm and the 
brain stem, the leptomeninges were thickened and opaque. 
Numerous firm white nodules, 1 to 3 mm. in diameter, were 
present in the leptomeninges here, and were scattered over 
the rest of the brain and spinal cord. Microscopically these 


Brain: Focal granulomata of leptomeninges. 


CASE REPORTS 


Tubercle showing torula organisms in caseating center x135. 


Torula organisms showing prominent mucoid capsule x600. 


nodules were composed of single or multiple granulomata. 
Each granuloma had a firm, often hyalinized fibrous wall, 
on the inner surface of which were arranged epithelioid cells 
enclosing a small caseous center. A zone of lymphocytes 
and plasma cells surréunded the entire granuloma. Scattered 
multinucleated giant cells were present in the wall, and many 
typical budding yeast-like organisms with a thick gelatin- 
ous capsule were present within the wall and the central 
caseous area. These focal granulomata showed a predilec- 
tion for the perivascular zones of the larger meningeal vessels. 


The remainder of the brain showed focal perivascular 
and perineuronal edema with moderate congestion. Occa- 
sional perivascular hemorrhages were noted. Scattered small 
cortical vessels showed perivascular cuffing by lymphocytes 
and polymorphonuclears. 


CONCLUSIONS 


1. A case of chronic proliferative meningitis due to Cryp- 
tococcus hominis neoformans is reported. 


2. Clinical trials of sulfadiazine, penicillin, and strepto- 
mycin did not prevent death. 
139 Hugo Street. 


Photographs are from the Letterman General Hospital 
Photographic Laboratory. 
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Carcinosarcoma 
Orvitte F. Grimes, M.D., and H. GLenn Bett, M.D., 


San Francisco 


ERHAPS no subject in medicine has incited such a 

wealth of controversy as have the so-called carcinosar- 
comas. Although their existence was not doubted by early 
investigators, present-day opinions concerning their nature 
vary considerably. Certainly there are some tumors whose 
histologic characteristics suggest that they arise from. the 
atypical growth of more than one cell type. Virchow”™ de- 
scribed their dual nature; he believed that within the pri- 
mary carcinoma or sarcoma the stroma or the epithelial 
elements respectively were simultaneously or subsequently 
stimulated to malignant growth. 


Herxheimer® believed that carcinoma cells stimulated an 
excessive growth of the stroma and that when proliferation 
of the stroma reached a malignant stage the tumor became 
a carcinosarcoma. Meyer® presented a simple yet thorough 
approach to these tumors by classifying them into three 
groups: “collision tumors,” two independent tumors which 
invade each other, “combination tumors,” produced by the 
growth of two different blastomatous portions derived from 
one stem cell, and “composition tumors,” those in which 
both parenchyma and stroma have become blastomatous. 


Ewing® considered no single explanation applicable to all 
cases, observing that transformation of epithelial cells into 
spindle cells or the misinterpretation of spindle-shaped epithe- 
lial cells as connective tissue cells might well account for the 
histologic characteristics of these tumors. Karsner’ men- 
tioned that reactionary connective tissue growth may lead 
to the elongation of epithelial cells. The extreme morpho- 
logical variability in some carcinomas makes one hesitate 
before ascribing a dual nature to such tumors. 

Only five case reports appear in the literature in htt 
the skin was the source of so-called carcinosarcoma. For 
mixed malignant tumors arising in other organs of the body 
a definite embryologic basis exists. The Wilm’s tumor, for 
example, is a developmental one and is best called an embry- 


From the Department of Surgery, University of Cali- 
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onal mixed tumor. The association of epithelial and con- 
nective tissue elements is explained by the fact that the 
epithelium of the urinary tract is derived from mesoderm, 
while the convoluted tubules develop from undifferentiated 
mesenchyma having the appearance of connective tissue in 
which glandular elements are formed (Boyd'). In the uterus 
the relationship of mixed tumors tq displaced mesodermal 
embryologic rests is well established. Mixed malignant 
tumors arising from the skin have no such developmental 
derivation. These are mixed tumors arising in adult life 
without a congenital basis. The distinction between the two 
types should be emphasized. 


The authors have recently treated a patient with a car- 
cinosarcoma which developed in an old burn cicatrix of the 
arm. 


CASE REPORT 


The patient, a 48-year-old unmarried farm laborer, entered 
the University of California Hospital March 19, 1947, stat- 
ing that at the age of six he had been burned extensively 
over the left chest, arm, axilla and flank. The wound, treated 
without skin grafting, resulted in diffuse scarring of these 
areas. The scar was most dense on the outer surface of the 
upper arm. Small crust formation had begun in one area of 
the scar 18 months prior to entry to the hospital. This lesion 
healed and recurred several times until August, 1946, when 
a crust-like lesion appeared which did not heal with the 
passage of time. The patient had received local treatment 
elsewhere, and when a small polypoid growth appeared in 
September, 1946, it was excised at the base. The polyp shortly 
reappeared and in December, 1946, a second excision was 
performed .with pinch grafting of the resected base. The 
area did not heal in spite of the skin grafts; instead the 
polyp continued to grow at a rapid rate. 


Examination at the time the patient was first admitted to 
the University of California Hospital revealed a dense scar 
which occupied the left upper outer arm, axilla, postero- 
lateral aspect of the chest and the left flank. A soft, red, 
friable, fungating mass the size of an orange (10 by 8 by 
7 cm.) was present on the lateral aspect of the arm just 
above the elbow (Figure 1). It was attached to the skin by 
a narrow pedicle. Brisk hemorrhage occurred with the 
slightest amount of handling. Small firm lymph nodes were 
present in both axillae. A roentgenogram of the chest showed 
no parenchymal or bony abnormalities. 


The patient refused to undergo a shoulder girdle amputa- 
tion and a compromise was effected. On April 2, 1947, the 
tumor together with a large amount of su»rounding scar 
was removed. The deep dissection was carried to the level 
of the fascia and a small bit of triceps muscle was removed 
in that area where the tumor seemed to be invading most 


deeply. The resulting wound was repaired by a graft of 
skin of intermediate thickness procured from the thigh. 


Examination of the specimen showed no gross evidence of 
invasion into the muscular tissue, although the tissue was 
constricted somewhat in the area subjacent to the tumor. 
Microscopically the skin pedicle showed an abrupt change 
from the marginal stratified squamous epithelium into an 
area wherein the squamous cells became hyperchromatic, 
pleomorphic, and showed invasion into the dermis and sub- 
cutaneous tissue. The epithelial cells were arranged in ir- 
regular cords and ringlets extending for a short distance 
into a cellular mass of interlacing, whorl-like structures. The 
component cells of this latter tissue were spindle shaped for 
the most part and contained spindle shaped or oval nuclei 
most of which exhibited a vesicular arrangement of their 
chromatic networks. Many mitotic figures were seen. A diag- 
nosis of squamous cell carcinoma and fibrosarcoma arising 
in an old skin (burn) scar was made (Figure 2). 
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By May 5, 1947, one month after primary excision, the 
grafted area had completely healed. However, in the short 
period of one week a rounded, polypoid, red, friable, golf- 
ball sized mass reappeared at the site of the original tumor. 
A small portion of this mass was removed for histologic 
study. Microscopically a thin layer of stratified squamous 
epithelium overlay a large mass of cells exhibiting an irreg- 
ular interlacing and whorl-like pattern with only a mini- 
mal amount of stroma. The individual cells exhibited a 
marked degree of pleomorphism and were distinctly hyper- 
chromatic. The nuclei were ovoid or cigar-shaped, closely 
packed, and exhibited a vesicular arrangement of their chro- 
matin networks. Many mitotic figures were present. A diag- 
nosis of recurrent fibrosarcoma was made (Figure 3). 

A roentgenogram of the chest again showed no evidence 
of pulmonary spread. The problem was discussed fully with 
the patient, who consented to an interscapulo-thoracic ampu- 
tation of the left upper extremity, which was performed on 
May 27, 1947. Histologic examination of the tumor showed 
a picture identical with that seen in the biopsy specimen 
(Figure 3). The many axillary lymph nodes showed exten- 


Figure 1.—The large cauliflower-like tumor occupied the 
inner surface of the upper arm in the region of the elbow. 
The extremely friable, deeply red tissue bled after the 
slightest trauma. Areas of superficial necrosis alternate 
with areas having the appearance of old granulation tissue. 


CASE REPORTS 


283 


sive lymphoid and reticular hyperplasia, but no involvement 
by metastatic tumor tissue. 


DISCUSSION 


Mixed malignant tumors have been extensively discussed 
in the literature. Since the time of Virchow their exact 
nature and indeed even their existence have been the subject 
of much controversy. Most modern investigators believe that 
rather than being tumors of dual origin, these lesions rep- 
resent either carcinomas or sarcomas which assume char- 
acteristics of sarcoma or carcinoma respectively, mainly by 
exhibiting morphological variations in the primary type of 
cell. However, Harvey and Hamilton’ reporting recently, 
express the belief that their dual nature is a specific entity 
and explain the sarcomatous elements by the fact that the 
cells of the stroma are stimulated to a malignant state by 
the carcinoma cells. This view is supported by the experi- 
mental work of Ehrlich and Apolant’ who, while transplant- 
ing carcinomas into the breasts of mice, found that in the 
tenth generation a different histological picture appeared, 
showing malignancy of both epithelial and connective tissue 


Figure 3.—Photomicrograph of tissue which reappeared 
one month after wide local excision of the original tumor. 
Note the definite sarcomatous nature and the apparent 
greater degree of malignancy. No malignant epithelial ele- 
ments were present in this tissue. . 


‘ Figure 2, A and B.—Photomicrographs of two areas of the tumor showing the epithelial components surrounded by 
interlacing strands of spindle-shaped cells which form whorl-like structures in some areas. The contrast between epi- 


thelial and connective tissue elements is marked. 
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element. Russell’ reported a similar phenomenon and men- 
tioned that once the sarcomatous element began it tended to 
eliminate the carcinomatous element. Nicholson’ reported 
the development of carcinoma while transplanting sarcoma 
in the rat. 

At the opposite extreme are those who believe that true 
mixed malignancies as such never, or at least extremely 
rarely, exist. Ewing objected rather mildly to the use of the 
term to indicate them as distinct entities, stating that ihe 
transformation of epithelial cells into spindle-shaped cells 
occurs commonly in epithelial tumors. This change is facili- 
tated by rapid growth of the tumor, relief from pressure, and 
by the presence of an inflammatory exudate. Karsner also 
mentions that reactionary connective tissue growth may 
lead to the elongation of the cells. Pearlman,” reviewing 
the 17 cases of carcinosarcoma of the esophagus reported as 
such in the world literature, concludes that these tumors 
are actually anaplastic carcinomas or squamous cell carci- 
nomas with transitional cell features. The transitional cells 
are frequently elongated and spindle-shaped and can easily 
be confused with sarcoma cells. Saphir and Vass,” in an 
exhaustive review of the subject, conclude that the carcino- 
sarcomas reported in the literature can be interpreted as 
sarcomas on the basis of morphologic cellular variation. 
Carcinoma, when accompanied by chronic inflammatory 
changes, produces a dense cellular stroma which perhaps 
compresses the epithelial cells. Inflammatory changes are 
most marked in those organs exhibiting cyclic changes, such 
as the uterus, breast, and thyroid. It seems more than cas- 
ual circumstance that most carcinosarcomas occur in these 
organs. These tumors may also result from the invasion of 
a pre-existing benign connective tissue tumor by carcinoma. 
The young fibroblasts perhaps are interpreted as sarcoma 
cells. Frank and Lev‘ studied five cases of carcinosarcoma 
of the larynx at the Michael Reese Hospital and reviewed 
similar case reports from the literature. They conclude that 
all the tumors, including those that they themselves had 
previously reported as carcinosarcomas, were actually car- 
cinomas which had undergone morphological variations. 
The morphological similarity of some transitional cell carci- 
‘nomas of the bladder to spindle cell sarcoma is well known. 
Certainly, then, there is no unanimity of opinion concerning 
the existence of these tumors as specific entities. 

Five case reports of carcinosarcoma arising from the skin 
have appeared in the world literature. One tumor developed 
in an area of dermatitis produced by irradiation; the sec- 
ond was a metastatic tumor from a previously unidentified 
tumor of the lip; the third arose in a joint fistula. The other 
two cases were basal cell carcinomas whose deeper portions 
consisted of spindle cells in an abundant connective tissue 
stroma exhibiting chronic inflammation. Saphir and Vass 
cast doubt concerning the authenticity of these tumors, indi- 
cating that their appearance can be explained either by the 
well-known morphological variations of epithelial cells or by 
the misinterpretation of chronically inflamed connective tis- 
sue cells as sarcoma cells. We believe that in the case we 
report herein, the histologic picture is so definite that the 
tumor must be of dual origin. The presence of definite. car- 
cinomatous and sarcomatous elements in the tumor excised 
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locally, together with the fact that the recurrence showed a 
definite sarcomatous pattern, bears out this contention. 


CONCLUSIONS 


Most present-day investigators believe that carcinosarco- 
mas are not distinct entities, although no unanimity of opin- 
ion prevails. The morphological variations of carcinoma cells, 
some of which assume spindle shape, may explain some of 
those cases wherein a sarcoma as well as a carcinoma is diag- 
nosed. This is especially true of squamous cell carcinoma 
with transitional cell features. Chronic inflammation may 
produce morphologic changes in tumor cells which may be 
falsely interpreted as portions of a malignant connective 
tissue tumor. Also, a lymphocytic reaction is sometimes pro- 
voked which may be interpreted as a lymphosarcomatous 
element. Invasion of a benign connective tissue tumor by 
carcinoma or the invasion of a benign adenomatous tumor 
by sarcoma may explain some of the misinterpretations. In 
spite of these facts and opinions there exist those cases 
wherein any of or all these factors cannot adequately ex- 
plain the precise histologic picture of both carcinoma and 
sarcoma occurring in the same tumor. 


SUMMARY 


A brief review of this definitely controversial subject only 
emphasizes the lack of unanimity of opinion concerning the 
nature and indeed the existence of those tumors known in 
the literature as carcinosarcomas. The case history of a pa- 
tient presenting a tumor composed of both squamous cell 
and fibrosarcomatous components is reported. No attempt 
is made to verify or disprove previously reported opinions 
referable to the subject. 
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MEDICAL PROGRESS: 


- 


Newer Methods of Treatment of Leukemias and Lymphomas 


Howarp R. Bierman, M.D., San Francisco 


YMPHOMAS and leukemias have emerged as a 

group of closely allied conditions, characterized 
by a progressive proliferation of the lymphoid and 
other hematopoietic tissue elements. These diseases 
may be depicted as dynamic conditions frequently 
exhibiting similar characteristics (Figure 1). 

The cessation of World War II has seen a great 
impetus in the application of newer methods of treat- 
ing lymphomas and leukemias. The most notable 
single advance has been in the field of chemothera- 
peutic agents, namely the amine mustards and ure- 
thane. Many other chemical agents are being used 
in the treatment of these neoplastic diseases. Their 
efficacy eventually will be determined by the test of 
time. However, the immediate evaluation of any 
anti-neoplastic agents must be judged carefully, em- 
ploying the criteria of prolongation of life, change 
in tumor size, alteration of the signs and symptoms, 
and observation of the general course of the disease. 
These methods of treatment may be listed as curative, 
arresting or palliative, and will be so designated. 

A curative agent or procedure is defined as one 
that completely removes all traces of the neoplastic 
process, resulting in permanent alleviation of such 
symptoms or signs attributable to a neoplasm. 

An arresting agent significantly alters the natural 
course of the neoplastic disease favorably so that 
temporarily the symptoms or signs due to the neo- 
plasm disappear, and the patient returns to a rela- 
tively normal state although some neoplastic tissue 
remains viable in situ. 

A palliative agent or therapy is essentially one 
which alleviates the effects of the neoplastic disease 
upon the patient, although the symptoms, signs, and 
course of the disease remain unaltered and the pro- 
gress of the disease continues unabated. 

There have been recent advances in the field of 
therapy in this group of diseases which encompass 
surgical operations as well as irradiation. It is 
perhaps best to discuss each innovation in turn. 


I. SURGICAL OPERATIONS 


It has become increasingly apparent that some 
forms of lymphoma may have a unicentric origin. 
The recorded cases of long survival following surgi- 
cal extirpation with or without massive irradiation 
are support for this concept.® One can state in the 
light of our present knowledge concerning the origin 
of the lymphomas that a single focus of involve- 
ment, without evidence or suspicion of involvement 
of any other area by available techniques, should be 


_From the Laboratory of Experimental Oncology, Univer- 
sity of California Medical School, San Francisco, and the 
National Cancer Institute, National Institute of Health, 
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treated by wide surgical excision,” and should be 
followed by a maximum amount of x-ray until 
further evaluation proves the latter to be of no addi- 
tional value. 


II. RADIOTHERAPY 
A. Irradiation: 


In the localized involvement of areas by the lym- 
phomas which are not amenable to complete surgical 
removal, intensive x-ray irradiation is recommended. 
The manner of administration depends upon the 
condition to be treated. 

Therapy depends upon localization of the area of 
involvement of the lymphoma; thus irradiation to 
peripheral areas or the visceral regions is guided by 


.the location of the masses. Total body irradiation 


is preferred by many radiologists in the therapy of 
chronic leukemias, often combined with localized 
irradiation to the enlarged spleen.?° X-ray irradia- 
tion in any form has generally proven of little value, 
and possibly of injurious effect, in the acute leuke- 
mias. However, in some cases very small doses may 
prove palliative. 

Special methods of irradiation to long bones and 
vertebrae result in notable changes in the peripheral 
blood as well as in marrow depression, but there is 
no specific effect upon the non-irradiated areas of 
involvement such as peripheral adenopathy, cutane- 
ous infiltration or visceral masses. 


B. Radium Implantation: 


The requirement of highly trained personnel with 
wide experience, and the lack of advantage over the 
use of local irradiation have removed radium from 
the list of agents to be recommended in the treat- 
ment of lymphoma. 


C. Radioactive Substances: 


Various radioactive isotopes of phosphorus (P**), 
strontium (Sr*°), silver (Ag!!!), gold (Au’®*), and 
others, have shown some affinity for various neo- 
plastic tissues. However, the selective deposition of 
such substances is too small for radiotherapeutic 
effect without untoward damage to normal tissue. 
The over-all use of radioactive isotopes in therapy 
for lymphomas does not appear to hold any partic- 
ular advantage over x-ray irradiation. They offer 
merely an additional route to administer radiation. 
However, there does appear to be some advantage 
to P®? in the treatment of chronic myelogenous leu- 
kemia.!* The material may be given orally, and radia- 
tion sickness is stated to be much less than that 
caused by x-ray radiation. The lack of a true com- 
parison of the action of comparable doses with both 
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methods, however, limits this observation. Again, 
because of the relative difficulty in obtaining and 
handling the radioactive material, and the need for 
special facilities and experience, use of it is limited 
to research institutions. The general availability of 
x-ray equipment forces the conclusion that x-ray 
irradiation is the treatment of choice in general 
medicine at this time. 

Recently, radioactive colloidal gold (Au'®*) has 
been used by local injection into masses of neo- 
plastic diseases, and also by localization of the 
material in the reticulo-endothelial system.”:*! The 
advantages of this procedure are doubtful, and much 
longer and better evaluation is needed. Indeed, there 
is evidence to support a critical attitude that such 
therapy is inferior to present methods. 


Il]. CHEMOTHERAPY 


A. The Amine Mustards: These compounds are 
closely related to mustard gas, and have been shown 
to have a primary nucleotoxic and cytotoxic action 
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causing necrosis of lymphoid tissue with notable 
myeloid depression of the bone marrow.® During 
the past four years, these agents have had wide trial 
in many laboratories, our own included. The nitro- 
gen mustards have been shown to be effective in 
reducing the peripheral as well as the visceral masses 
of Hodgkin’s disease and giant follicular lymphoma. 
This effect is not permanent, and relapses often occur 
within one to six months following a single course 
of therapy. The most beneficial effect occurs in cases 
of Hodgkin’s disease, although return of signs and 
symptoms occur within a period of six weeks in 
approximately 40 per cent of cases. The nitrogen 
mustards have produced spectacular though tem- 
porary improvement in patients with mycosis 
fungoides. Lymphosarcoma and the chronic leuke- 
mias when treated with the nitrogen mustard have 
shown initial transient improvement, but of shorter 
duration than that obtained in Hodgkin’s disease and 
giant follicular lymphoma. The effect in acute leuke- 
mias has been disappointing. 


he 
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Figure 1.—Dynamic schematic representation of the interrelationship of lymphomas and leukemias. 
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One can summarize the results to date as follows: 

Methyl bis (Betachloroethyl) amine (HN2) and 
tris (Betachloroethyl) amine (HN3) administered 
intravenously in appropriate doses have altered the 
natural course of Hodgkin’s disease in many cases. 

Approximately 90 per cent of patients with Hodg- 
kin’s disease previously untreated will respond favor- 
ably to HN2 by prompt regression of fever, adeno- 
pathy, splenomegaly and hepatomegaly accompanied 
by a disappearance of most of the symptoms of the 
disease (pruritus, anorexia, malaise, weakness), and 
a return to a sense of well-being for periods of one 
to six months.! 

Approximately 70 per cent of patients with Hodg- 
kin’s disease previously treated with x-ray and re- 
sponding favorably at the time of HN2 therapy, also 
respond favorably to the nitrogen mustard therapy. 

In general, only 55 per cent of patients with Hodg- 
kin’s disease will respond favorably to HN2 if they 
were no longer responding to x-ray therapy, and the 
duration of remission is short. 

Longer remissions can be produced by more ag- 
gressive dosage, but the hazard of severe, prolonged 
granulopenia and thrombopenia increases propor- 
tionately. 

Although HN2 remains experimental, there is in- 
creasing evidence that it may be used as a temporary 
arresting agent in the generalized forms of lym- 
phoma, especially Hodgkin’s disease, mycosis fun- 
goides, and giant follicular lymphoma. 

Lymphosarcoma and the leukemias have shown a 
brief but transient response to HN2. 

The granulopenic effects of HN2 can be effectively 
controlled by penicillin, but the coagulation defect 
remains a major problem despite whole blood trans- 
fusions, protamine, toluidine blue and other fluor- 
escein dyes.”* With the large number of analogs of 
HN2 that may be available soon, the future is en- 
couraging. 

B. Urethane: Urethane has been used in human 
studies for approximately four years, although its 
effect as a mitosis arrestor has been known for at 
least 20 years.”° This agent inhibits mitosis of the 
immature cells. It is most effective in chronic myelo- 
genous leukemia, producing a decrease of the total 
leukocyte count toward normal limits, although the 
responses to this agent are by no means constant. 
The hemogram returns toward the normal, generally 
accompanied by a decrease in the size of the spleen 
and peripheral lymphadenopathy. In some individ- 
uals who have an anemia, there may be a rise in the 
hemoglobin level. However, all the changes have 
proven reversible, and no permanent benefit has re- 
sulted in any case. There has been no favorable 
permanent effect of urethane on any of the lym- 
phomas or other neoplastic diseases. 

C. Arsenic: Fowler’s Solution (Sodium Arsenite) 
remains a useful agent in the treatment of some 
leukemias, chiefly in chronic myelogenous leukemia. 
It is inexpensive and readily available, a considera- 
tion if x-ray irradiation is either difficult or impos- 
sible to obtain. Precaution must be exercised to 
prevent excessive toxic effects upon the bone mar- 
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row, and repeated blood studies at frequent intervals 
are necessary. i 

Radioactive arsenic (As) has been used in an 
effort to combine irradiation with the selective 
chemical effect of arsenic. The relatively small 
amount of arsenic administered in such circum- 
stances is below the effective chemical dose, and 
practical results have not supported the theoretical 
contention. 


D. Folic Acid Derivatives: On the basis of the 
favorable mouse tumor studies,*:!4:15 Farber and 
his co-workers studied the effect of pteroyldiglu- 
tamic acid and pteroyltriglutamic acid in 90 patients 
with advanced neoplastic diseases.* Daily doses of 
from 20 to 500 mg. intravenously or 10 to 150 mg. 
intramuscularly were used. Pteroyldiglutamic acid 
was given intramuscularly in 50 to 250 mg. daily 
doses or 20 to 300 mg. orally each day. 

No important untoward reactions were reported 
with either intramuscular or intravenous administra- 
tion. A few patients experienced improvement in 
energy, appetite, sense of well-being, and less ir- 
ritability and apprehension. In one case there was 
temporary decrease in the size of multiple subcu- 
taneous nodules of a melanotic carcinoma; in an- 
other, temporary decrease in size of metastases to 
the lung from a carcinoma of the testis; and in two 
others in which there were bone metastases from 
prostatic carcinomas, blood acid phosphatase re- 
turned to normal, but these changes were not con- 
stant. 

Temporary regressions in symptoms and in meta- 
stases, as well as fluctuations of the acid phos- 
phatase level in the blood in patients with carcinoma 
of the prostate are not uncommon. However, under 
other means of treatment, these changes cannot be 
accepted as indisputable proof of any definitive effect 
of an agent, favorable or otherwise, upon cancer 
patients. 

In our limited experience with these compounds, 
administered separately and in conjunction with 
other chemotherapeutic agents, they have shown no 
objective favorable effect. This is in agreement with 
other reports. 

E. Antifolic Acid Compounds: The antifolic acid 
compounds have also shown some promise in animal 
experimental studies, but investigations in human 
beings are far too preliminary for comment. 

Unlike the relatively non-toxic diglutamic and tri- 
glutamic acid derivatives, the 4-amino-pteroylglu- 
tamic acid compound has been shown to depress the 
hematopoietic system, and must be used by investi- 
gators with extreme caution.!* 

Temporary remissions occurred in 10 of 16 chil- 
dren with acute leukemia following the administra- 
tion of this agent.® At the time of reporting, the 
hematologic and pathologic improvement had con- 
tinued for only three months. The administration 
of 4-amino-pteroylglutamic acid (aminopterin) will 
produce a refractory pancytopenia and the authors 
stress the toxicity along with the fact that the re- 
missions must not be regarded as cures. It is to be 
noted that spontaneous remissions both complete and 
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of considerable duration may occur in acute leu- 
kemia.!° At present, this compound may be con- 
sidered an arresting agent. Future development in 
this direction appears promising. 

F. Thiouracil: Thiouracil has been shown to be 
of no definite value in the therapy of leukemias.'® 


G.. Sulfapyridine: The rapid leukopenia which 
occurs within 12 to 18 hours after giving sulfapyri- 
dine in some leukemias has been shown to be transi- 
tory, and not attributable to a toxic granulopenia. 
This suggested a specific effect of sulfapyridine upon 
the leukemic lymphocyte, but as yet it remains of 
unproven efficacy in this condition.'* 


H. Myelokentric and Lymphokentric Acids: 
These extracts of the excreta of patients with the 
myelogenous and lymphogenous leukemias have 
shown some equivocal effects upon patients with 
leukemia,!® and the value of them remains to be 
established. The extracts are difficult to obtain; 
evaluation of their effect is even more difficult, and 
much further investigation is needed. 


I. Colchicine: This agent is known for its mitosis 
arresting quality, and although it has been used 
widely in animal experiments, there have been few 
adequate studies of effects on humans. The results ob- 
tained in a few human studies, however, have been 
disappointing in that toxicity of the compound far 
overshadows any favorable effect of the drug on the 
neoplastic processes. 


J. Trypanosome Cruzi Vaccine (KR): The 
Klueva-Roskin Vaccine (KR) made from cultures 
of trypanosome cruzi has been investigated in no 
less than three laboratories. Despite a favorable 
report on this agent in mouse tumors, as yet there 
has been no confirmation of the reported Russian 
successes in human beings with this agent.®: 16 


K. Desoxypyridoxine: The use of antipyridoxine 
agents, such as desoxypyridoxine, along with vitamin 
B, deficiency to reduce the bulk of lymphoid tissue 
has proven effective in animals. Results of their use 
in patients again is preliminary, and indications to 
date are not encouraging.”°:7 

L. Antireticular Cytotoxic Serum—ACS: Some 
improvement in patients with Hodgkin’s disease has 
been reported following the use of ACS.?? A longer 
period of evaluation with more definite data is 
needed. The progress with this agent must be viewed 
with interest, but as yet its use remains experimental. 

M. Stilbamidine: This compound has been sug- 
gested as a therapeutic agent in multiple myeloma.”* 
Relief of pain has promptly followed administration 
of it in some cases but the progress of the disease 
goes inexorably onward. The facial anesthesia which 
often follows a full course of therapy with this non- 
heavy metal compound is a deterrent to its wider 
palliative use. 


SUMMARY 


1. The early localized lesion of a lymphoma 
which shows no evidence of spread to other areas 
is best treated by wide surgical excision followed 
by maximum intensive x-ray irradiation. 
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2. Total body irradiation appears to be the treat- 
ment of choice for chronic myelogenous leukemia in 
most instances. Radioactive phosphorus (P**) is as 
effective, but the current difficulty of obtaining and 
handling the material limits its use to research insti- 
tutions. Other radioactive elements as therapeutic 
agents at this time are neither as effective nor as 
practical for use as x-ray irradiation in treating 
neoplastic disease of the lymphoma group. 

3. There has been no authenticated cure of any 
of the lymphomas and leukemias through treatment 
with any of the many chemotherapeutic agents tried 
in the past 20 years. 

4. The nitrogen mustards have been shown to 
arrest the course of Hodgkin’s disease in the major- 
ity of cases, but the change is temporary. In general, 
patients with Hodgkin’s disease who have had no 
previous therapy have responded better and for 
longer remissions than those who have had x-ray 
therapy and are no longer responding favorably. 

5. Urethane will alter the course of chronic my- 
elogenous leukemia favorably, but the change is 
transient, and no permanent benefit has resulted in 
any case. 

6. The mycosis fungoides and neoplastic disease 
of the giant follicular lymphoma group also respond 
favorably to the nitrogen mustards, the response 
being similar to that noted in the Hodgkin’s disease 
group. The nitrogen mustards are a valuable adjunct 
to x-ray therapy in the treatment of Hodgkin’s dis- 
ease, mycosis fungoides and giant follicular lym- 
phoma. 

7. The remainder of the lymphomas and leuke- 
mias have shown transient response to the nitrogen 
mustards but in a much smaller percentage of 
patients. 

8. Folic acid derivatives, such as pteroyldiglu- 
tamic acid and pteroyltriglutamic acid, are as yet 
unproven as effective palliative agents in any of the 
lymphomas and leukemias. 

9. The administration of a folic acid antagonist, 
4-aminopteroylglutamic acid, has been followed by 
temporary remissions in some cases of acute leuke- 
mia in children. There is no basis at this time for 
considering this compound as more than an arresting 
agent in some cases. 

10. Many other agents are being actively investi- 
gated for their effect upon neoplastic diseases. None 
of these, however, can be recommended for general 
use as yet. 
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California Cancer Commission Studies* 
Chapter XXIII 


Cancer of the Kidney and Testicle 


FraNK Hinman, M.D., San Francisco 


A. CANCER OF THE KIDNEY 
paneer all new growths of the kidney are malig- 


nant. Early diagnosis, before metastases occur, 
is necessary and must be followed by nephrectomy 
for acure. In practice, fulfilment of the requirement 
of early diagnosis is the exception, for the clinical 
manifestations of neoplasm are absent, confused or 
indefinite. No precancerous manifestations or char- 
acteristic early symptoms are known. Death may 
result without any clinical indications of renal in- 
volvement. 

Pathology: Renal tumors may be either parenchy- 
mal or pelvic in origin and position, and determining 
the type and degree of malignancy is of value mainly 
for prognosis, since the treatment for both is nephrec- 
tomy. 

Primary neoplasms of the renal pelvis and calyces, 
which make up about 5 to 10 per cent of tumors of 
the kidney, are similar pathologically to tumors of 
the bladder. They are for the most part papilloma- 
tous, although those of squamous-cell types are much 
more common than in the bladder. The parenchymal 
tumors are two distinct types according to the age 
period of occurrence. The rapidly developing, highly 
malignant embryonal tumor (the adenomyxosarco- 
matous type of Wilms) of infancy is different patho- 
logically from the common adeno- and alveolar car- 
cinomata and the rare adenoma, cystadenoma and 
hypernephroma of adults, which usually occur be- 
tween 40 and 50 years of age. (Figure 1.) 

The papillary and squamous-cell tumors of the 
pelvis or calyces spread locally or by implantation 
as a rule, less often through the lymphatics and 
rarely through the blood stream. 

The parenchymal tumors metastasize usually by 
way of the blood to any part of the body but most 
commonly to the lungs and long bones, a neoplastic 
fracture sometimes being the first indication of renal 
cancer. Lymphatic extension to the regional lymph 
nodes also occurs and this zone must be resected as 
cleanly as possible at the time of nephrectomy. 

Symptoms: There are no pathognomonic symp- 
toms in tumors of the pelvis and calyces. Hema- 
turia is the most common symptom and usually is 
intermittent. The renal outline and function are 
usually normal in early stages of the disease, and the 
diagnosis of pelvic papilloma may be missed for 
many years. The filling defect on pyelography gives 
the most characteristic evidence, but the pyelogram 
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Figure 1.—Photomicrograph of a typical adenocarcinoma 
of the kidney superficially resembling adrenal cells, ‘‘clear 
undifferentiated foamy appearing cells.”’ (After Judd and 
Hand, Arch. Int. Med., 44:746, 1929.) 


may be normal. Patients with extension to the ureter 
and bladder as a rule present less difficulty in diag- 
nosis. Ureteral catheterization may be impossible. 
Fragments of tumor in the urine, particularly after 
catheterization of the ureters, sometimes are found, 
and newer cytological studies of urinary sediment 


after the method of Papanicolaou may result in cor- 27 


rect diagnosis. 


The classical symptoms and signs of renal neo- ke 


plasm are hematuria, pain and tumor. These are 
also common symptoms of other renal lesions and 
are never pathognomonic. While they are the cardi- 
nal symptoms of renal tumor, a diagnosis based on 
the presence of all three cannot be considered an early 
diagnosis. .Although the duration and completeness 
of symptoms is no index of the degree of malignancy, 
the probability of metastases increases with the dura- 
tion of symptoms. An early diagnosis is one which 
identifies the initial symptoms. Hematuria is the 
initial symptom in about 40 per cent of cases, pain 
in 30 per cent and tumor in 10 per cent, but in an 
analysis of some 1000 cases collected from various 
authoritative sources, at least one-third of the patients 
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had all the cardinal trio at the time of operation (and 
presumably at the time of diagnosis also), whereas 
fewer than 100 had bleeding or pain or tumor alone. 
More than one symptom is uncommon at the onset, 
so that, from the clinical standpoint, an early diagno- 
sis was missed in over 90 per cent of the cases. 


Hematuria, renal pain or lumbar tumor has its 
chief importance in diagnosis as constituting the in- 
dication for complete investigation. The hematuria 
is neither continuous nor profuse. In only one of 
146 cases of hematuria in renal neoplasm observed 
by Devaclara, did the attack last as long as 14 days. 
Hematuria is so common with other urogenital ab- 
normalities that judgment of a high order is needed 
in deciding when it indicates the need of complete 
investigation. Sources in the lower tract (urethra, 
prostate, bladder) are commonest and when bleed- 
ing is not of a type indicating these sources, investi- 
gation of the upper tract is in order. A safe rule is 
to determine the source of hematuria in every case, 
even if of only a few hours’ duration; and when the 
results of routine steps of a study of the lower tract 
are negative and the bleeding has occurred neither 
at beginning nor end of urination but the blood is 
uniformly mixed in the urine, there should be no hesi- 
tation in completion of the retrograde study of the 
upper tract. 


Diagnosis: The most interesting diagnosis in the 
field. of urology, which is notable for accuracy in 
diagnosis, is that of renal tumor. The diagnostic 
problem contains three parts for consideration: 
(1) The clinical evidence, (2) The urological find- 
ings, (3) the correlation of the two. 

The filling defects of ureteropyelography may be 
the result of blood clots, inflammatory granulomas 
or pyelitis. (and ureteritis) cystica. in primary 
papillary epithelioma of the ureter, which is very 
rare, the defect in filling is confined to the ureter, 
but the primary growth in the pelvis may be so small 
as not to cause a filling defect in the pyelogram. Dif- 
ferentiation has no practical importance since ‘ure- 
teronephrectomy is indicated for both. 

The clinical differentiation of the different patho- 
logical types of parenchymal neoplasms is impossible. 
The mere diagnosis of tumor, if at all early, is note- 
worthy. Almost all tumors are unilateral and malig- 
nant. With the opposite kidney known to be pres- 
ent and healthy, nephrectomy is the treatment for 
all growths and clinical differentiation would have 
little value. The pathological differences, however, 
account for the considerable difference in the degree 
of malignancy, and an understanding of the gross 
microscopic and metastatic characteristics of the 
great variety of renal tumors is as necessary to the 
surgeon as to the pathologist. 


Treatment: The sole treatment of renal tumor is 
nephrectomy which, to be curative, depends on early 
and accurate diagnosis. The growth must be removed 
completely before metastasis has occurred. 

The use of x-ray therapy has not been shown to 
improve the prognosis, except that it may give con- 
siderable relief of pain in advanced cases. No cures 


HEMATURIA MAY MEAN CANCER 291 


are recorded except in Wilms’ tumors. Preoperative 
irradiation may reduce the size of the tumor, par- 
ticularly a tumor of the Wilms type, and thus facili- 
tate nephrectomy. 


B. CANCER OF THE TESTICLE 


The knowledge of tumors of the testis has changed 
considerably. We now know that they are among the 
most malignant of all cancers, that they commonly 
occur in the most active period of reproductive life, 
between the ages of 20 and 40, that the onset is insidi; 
ous and painless and that early recognition in the 
majority of cases is made by palpation of an indu- 
rated area inside the testis. So rare in this site are 
tumors of the benign types (adenoma, fibroma, my- 
oma and others) that it is practical to regard all 
tumors of the testes as malignant. Clinical differen-- 
tiation is impossible and biopsy is altogether too dan-~ 
gerous since removal of a specimen materially low- 
ers the chance of cure if the lesion is malignant. 


We now know that certain kinds of tumors are 
radiosensitive and that other kinds are radioresist- 
ant, while yet others are radiosensitive but not radio- 
curable. 


It has long been known that removal of the testis 
before tumor cells have spread elsewhere by blood 
or lymphatics will effect a cure but, although the 
primary lymph zone of the testis was determined 
long ago and lymphatic extension was found to be 
the earliest and most common route of metastasis, the 
surgical principle so generally applied to cancer else- 
where, namely, complete removal of the tumor and 
its primary lymph zone, has not been popular. The 
reason for this is the apparent formidability of radi- 
cal surgery and the fact that sometimes some of these 
tumors can be cured by x-ray therapy. However, as 
the radical operation has been found to be fairly sim- 
ple compared to similar operations for other cancers 
and to have an almost negligible surgical mortality, 
it is still the logical procedure for all radioresistant 
tumors. Deciding just what tumors are radioresistant 
is the big problem. The accumulated correlation of 
the testicular pathology with the subsequent gradings 
of x-ray sensitivity or resistance of the metastases help 
in making this decision. As previously stated, how- 
ever, the tumor in the testis may be at a radiosen- 
sitive stage while the subsequent transitions of the 
metastases may be radioresistant. This uncertainty 
and the logic of the surgical principle of early rad- 
ical removal of any cancer has led a few urologists 
to practice early orchiectomy and resection of the 
preaortic lymph zone for all these tumors. The oper- 
ative risk is well below 1 per cent—so low as fully to 
justify their point of view. 


Pathology: In earlier pathologic studies homolo- 
gous or monocellular growths were distinguished 
from heterologous or multicellular growths and in 
each group certain types were defined. This dual 
classification with its subdivisions proved most un- 
satisfactory. Now and then a tumor appeared which 
did not fit into any part of the classification. It was 
Ewing who suggested that all testicular tumors, with 
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the obvious few exceptions, arose from a totipotential 
cell. Recent clinical observations confirm this view. 

The most accepted classification today is that of 
the Army Institute of Pathology (Friedman and 
Moore, 1946): (1) Seminoma (germinoma) ; 
(2) Embryonal carcinoma including chorioepitheli- 
oma (Figures 3 and 4); (3) Teratoma (Figure 5) ; 
(4) Teratocarcinoma. 

It is felt that all of these tumors arise from a toti- 
potent sex cell, and that teratomas and teratocarcino- 
mas probably arise through differentiation of embry- 
onal carcinoma, hence expressing the latent poten- 
tialities of the embryonic germ cells. 


Diagnosis: As a rule the patient finds something 
unusual (“‘a lump”) in his testicle, for which he con- 
sults a doctor. Since these patients are young men, 
most of whom have never given cancer a thought, it 
is not surprising that this consultation too frequently 
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is delayed, long enough to be fatal. Men can be 
taught the significance of a hard spot in the testis 
just as women have been about cancer of the breast, 
and an increase in the number of early diagnoses 
will save many lives. Accidental discovery during 
a routine physical examination also occurs, as was 
the case in the last war when large numbers of young 
men were examined. 


Clinical diagnosis is made by palpation (except in 


the rare instances of a high content of hormone in 
the urine with negative findjngs on palpation). Ordi- 
narily the testicle and its epididymis are distinguish- 
able. In small growths an area of induration can be 
made out, but in larger growths the general shape of 
the testicle, as a rule, is maintained as in gumma. 
The examiner receives the impression, however, of an 


increase in weight or perhaps more nearly an increase 

in the specific gravity of the enlarged testicle. As a 
rule the surface is smooth, rarely is there nodu- 
lation (such as is caused by tuberculosis, 
strangulation of a hydatid, chronic infection). 
Even in advanced growths the epididymis can 
still be separated from the mass and difficulties 
in differential diagnosis usually arise only 
when this becomes impossible because of co- 
existent hydrocele or epididymitis. Carefulp 
search for metastases should always be made. 
The earliest site of metastasis is the preaortic 
lymph zone, but metastasis to the supraclavicu- 
lar group of glands called “Virchow’s node” is ' 
not at all infrequent. Metastasis also occurs to 
the viscera by way of the blood vessels. It is, 
of course, important to determine at the time 
of examination the presence and the extent, 
or the absence of any of these kinds of meta- 
stasis. 

For some time now it has been known that 
certain of these embryonal tumors secrete a 
gonadotropic hormone which is excreted by 
the kidneys much as a similar hormone is 


Figure 2.—Photographs of the gross appearance on cross section of specimens removed by orchiectomy. (A) Embryonal 
teratoma. (Hinman, F: The principles and practice of urology, 1935). (B) Seminoma. (C) Chorionepithelioma. 
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during pregnancy. It seems that the hormone 
(gonadotropin) is formed only by chorionic-like 
cells. Hence a strongly positive result in an Asch- 


Figure 3.—Embryonal carcinoma with lymphoid stroma 
just developing. Small round cells lying in a light reticu- 
lum. (From Hinman, F. and Smith, D. R.: The testicles and 
ero In: Oxford Loose Leaf Urology, 1942, Figure 


Figure 4.—'i'ypical chorionepithelioma. (From Hinman, F. 


and Smith, D. R.: The testicles and epididymes, In: Oxford 
Loose Leaf Urology, 1942, Figure 22c.) 


A LUMP IN THE TESTICLE MAY BE CANCER 
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heim-Zondek test (10,000 rat units) signifies a 
chorionepithelioma, while a slightly positive result 
indicates a potential chorionepithelioma. The result 
is negative, however, if the testicular cancer is of 
another type, and therefore a negative result does not 
rule out malignancy. Several workers have had the 
experience of finding an apparently pure embryonal 
carcinoma or adenocarcinoma in the removed testis 
of a young man with negative reaction to the Asch- 
heim-Zondek test, the result of later tests then becom- 
ing strongly positive within a matter of months, with 
a rampant chorionepithelioma found in the meta- 
stases at autopsy. Nevertheless, the test remains 
useful. 


Treatment: Treatment is not uniform and too 
much reliance is put on radiation. Diagnosis at the 
earliest possible opportunity comes first. This can 
only be done by an immediate orchiectomy upon dis- 
covery of a nodule in a testicle. The author can see 
no benefit to be gained by preoperative irradiation 
which carries with it a risk of sterilization even with 
the best of lead protection of the good testis. With 
exposure of the cord at the external ring and double 
ligation and division before manipulation of the tu- 
mor, orchiectomy would seem to be perfectly free 
from danger of causing metastases. It is advisable 
to have collected urine for 24 hours or more before 
castration for determination of the gonadotropic hor- 
mone. There is no advantage in waiting for the result 
of this test, however, before performing orchiectomy 
inasmuch as neither the presence nor the absence of 
the hormone would modify the immediate treatment. 
The specimen removed is sent to the pathologist for 
careful serial examination and this study together 
with the report from the biochemical laboratory will 
guide future management. Resection of the preaor- 


Figure 5.—Tridermal elements of adult teratoma, non- 
malignant. Note cartilage, simple cysts, gastrointestinal 
epithelium, tooth buds, nerve tissue and other mesenchy- 
mal cells. (From Hinman, F. and Smith, D. R.: The tes- 
— — epididymes, In: Oxford Loose Leaf Urology, 1942, 
“igure 15.) 





294 


tic lymph zone may be performed on all patients who 
show no evidence of metastasis, except those with 
seminoma who receive, instead, 1,000 r of deep x-ray 
therapy to this zone. The results of radical operation 
in a large unselected group (Lewis, 1948) indicate 
its value in all tumors except seminomas. Simple 
orchiectomy will cure early tumors in patients with- 
out metastases. In practice, early diagnosis and or- 
chiectomy are always indicated, and surgical resec- 
tion of the preaortic lymph zone is justified when 
subsequent pathologic studies indicate that the tumor 
is radioresistant and inoperable metastases are not 
demonstrable. 


When the diagnosis is late and metastases are evi- 
dent, the prognosis is poor unless the growth is radio- 
sensitive. Even then, surgical removal of isolated 
metastatic nodules, preaortic and supraclavicular, 
may be indicated as adjuncts to deep x-ray. 
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i SUMMARY: CANCER OF THE KIDNEY 


1. Hematuria is the initial symptom in 40 per cent 
of the cases of cancer of the kidney; hematuria should 
mean carcinoma until ruled out. ; 

2. Hematuria, pain and tumor together mean a 
late stage of the disease and probable incurability. 

3. Treatment is nephrectomy; x-ray is useful only 
for relief of pain. 


CANCER OF THE TESTICLE 


1. The frequency of testicular neoplasm must be 
made clear to young men so that they may be treated 
early. 

2. Orchiectomy is necessary in all cases, for diag- 
nosis and determination of subsequent therapy. 

3. Seminomas are treated with orchiectomy and 
x-ray while for other tumors the treatment is orchiec- 
tomy and radical lymph node dissection. Large doses 
of x-ray are used in patients with inoperable meta- 
stases. 


“Cancer of the Breast,” by Alson R. Kilgore, M.D., Chap- 
ter XVIII of the California Cancer Commission Studies, will 
be published in this section of the November issue of CAut- 


FORNIA MEDICINE. 
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EDITORIAL 


November 2, 1948 


Californians will have a chance, along with the rest 
of the nation, to cast their ballots on November 2 on 
the pros and cons of candidates and issues. The bal- 
lot in this state will be a long one, due to the presence 
of 19 propositions which have been placed before the 
electorate under the initiative and referendum laws 
of the state. 

Heading the list on the ballot will be the candidates 
for President of the United States, with Harry S. Tru- 
man and Thomas E. Dewey vying for top honors. 
(Henry Wallace, the Communist candidate, the 
Dixiecrat candidate and others need no further con- 
sideration here.) Mr. Truman has consistently echoed 
the late FDR’s sentiments concerning a system of 
state medicine; Mr. Dewey has been positive and 
strong in his assertions that a system of private med- 
ical practice is better and more beneficial to the peo- 
ple than a government-controlled system. Doctors 
may make their own choice between the two. 

Next come the candidates for Congress and the 
State Legislature and in some districts there will be 
hot contests. The California Medical Association 
makes it a policy not to sponsor individual candidates 
but there is no avoiding the preference which physi- 
cians are likely to show for one or another contest- 
ant because of his views on the private enterprise sys- 
tem or a firmly-controlled system of governmental 
paternalism and professional slavery. The doctors 
in each district are aware of the proclivities of their 
own candidates and will vote accordingly. 

State propositions will follow the list of candidates 
for office. There will be 19 of these and there would 
have been 20 if the State Supreme Court had not 
voted unanimously last month to throw out the so- 
called “Omnibus” or “Bill of Rights” initiative. This 


bill would have amended 15 of the 25 articles of the 
State Constitution, a fact which the Supreme Court 
held to be a virtual revision of the Constitution. Such 
revision is permitted only by a Constitutional Con- 
vention. The bill would, among other things, have 
placed the licensing and control of all the healing arts 
professions under a board of five “naturopathic phy- 
sicians,” a quaint term for a chiropractor who wishes 
to gain a new title and new authority by passing a 
law. The potential spectacle of a board of five chi- 
ropractors passing on the professional qualifications 
of doctors of medicine was not overlooked by the 
Supreme Court. The justices, by unanimous vote, 
decided that this issue was not to go before the voters; 
in so doing they eliminated what promised to be a 
tough fight for the physicians and for all other busi- 
ness and professional interests in the state, a fight 
for right and justice against the emotionalism engen- 
dered in special interest groups of old-age pensioners, 
partly-trained professional men, professional sob-sis- 
ters and others whose legislative programs have 
failed of accomplishment before the tribunal of the 
State Legislature. 

Of the remaining ballot propositions, Number 4 
and Number 13 appear to be of greatest interest to 
physicians. Number 4 is the so-called “McLain Bill” 
to increase pensions to the aged, to control the pay- 
ments of assistance to the blind and to provide a dif- 
ferent system of hospitalization for recipients of state 
aid. The bill would alter the present system of medi- 
cal care in county hospitals, would permit various 
practitioners to serve on county hospital staffs and 
would permit the acceptance of many cases by county 
hospitals regardless of the ability of the patient to 
pay for his own care. The California Medical Asso- 
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ciation has gone on record as opposing this measure. 
If the professional angles of this bill are not enough, 
let the doctor remember that state taxes would be in- 
creased $135,000,000 the first year under this bill 
and an eventual $235,000,000 as the plan progressed. 
Even these estimates might be too low if a flood of 
potential old-age assistance recipients from other 
states came to California, drawn by the magnet of 
something for nothing. 

Proposition Number 13 has not been acted upon 
officially by the Association, but the sentiment of 
most doctors seems to be against it. This bill would 
bring about a reapportionment in the State Senate, 
basing Senate representation on a population basis 
instead of an area basis, as at present. The four most 
populous counties would have 21 senators under the 
proposals of this bill, as compared with four at pres- 
ent. Conversely, the rural counties of the state would 
lose their Senate representation. The State Legisla- 
ture would be composed of 48 assemblymen from 
four counties, out of a total of 80 assemblymen, and 
21 senators from these same counties out of a total of 
40. If the rural areas are to retain any vestige of a 
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voice in the Legislature, and if the system of checks 
and balances now existing in the Federal and in state 
government is to be maintained for the State of Cali- 
fornia, this bill will be defeated. If this is done, Cali- 
fornia will continue to operate on the same basis as 
the Federal Government, where the House of Repre- 
sentatives is apportioned on a population basis and 
the Senate on an area basis. 

As a matter of policy the California Medical Asso- 
ciation refrains from entering into any controversial 
legislative or elective issue except where the art or 
practice of medicine is directly concerned. The re- 
marks made here, are in line with this policy, and the 
actions of the Council and legislative committee of the 
Association bear out the same thought. On the other 
hand, the Association retains its right to suggest fun- 
damental concepts in the exercise of individual rights 
in a free election. Two such basic principles which 
suffer not at all from reiteration, occur at this mo- 
ment. First, know your candidates and your ballot 
propositions and decide which side you wish to sup- 
port. Second, and more important, get out on No- 
vember 2, 1948, and VOTE. 


<> 


Letters ta the Editar. . . 


San Diego 
Editor, CALIFORNIA MEDICINE 


Dear Sir: 


I am keenly interested in the thought behind your 
recent editorial in CALIFORNIA MEDICINE on the 
“easy bruiser” and medical care plans. I am thor- 
oughly convinced that it is high time the physician 
members of C.P.S. define more exactly than has been 
done, up to the present time, the nature of the obli- 
gation which the physician assumes in respect to the 
cost of medical care. 


I would like to submit for your consideration the 
following definition of this obligation: 

Organized medicine (defined as ethical private practi- 
tioners of medicine) should assume the obligation of making 
provision for all non-indigent citizens who give medical serv- 
ice a high priority expense rating, an opportunity to obtain 
private medical care of high quality. For those citizens of 
limited income all encouragement should be given to com- 
mercial plans and all effort should be made through C.P.S. 
policies to accomplish the above-stated goal. In order to avoid 
the inevitable abuses which will result in excessive premiums 
or inferior quality of medical care, the insured individuals 
should be required to pay directly to the physician part of 
the expense of all medical service received. ° 


To effectuate such a policy two devices may be 
used. First, through indemnification the insured may 
receive a stated amount for particular services. The 
insured will pay the difference between this amount 


and the fee charged. The second method would be for 
the insured to pay a stated amount and/or per cent 
of the fee, and the balance covered by the insurance. 
Extension of insurance coverage to minor conditions 
will, I am sure, lead to constantly increasing prem- 
iums or the alternative of constantly decreasing 
quality of care received. I would, personally, like to 
see C.P.S. investigate the possibility of selling a pol- 
icy competing with present C.P.S. policies incorpor- 
ating the above ideas. I would be surprised if such 
competing policy would not find itself‘in an ever in- 
creasing position of strength in relation to the pres- 
ent type coverage. Its strength would lie in the fact 
that it does not remove personal financial respon- 
sibility from the insured. Personally I would favor 
the per cent rather than the fixed amount of deduc- 
tibility. A two-thirds/one-third division between in 
surance and responsibility would appeal to me. 

Before closing I would like to state further that I 
have noted a continuous and ever-increasing ten- 
dency on the part of persons insured under the Blue 
Cross Hospitalization plan to ever-increasing use of 
this insurance. I feel that the same competing type 
of hospitalization policy is worthy of trial. Here, 
again, I would suggest something in the nature of a 
two-thirds/one-third division after, let us say, the 
first $25.00 of hospitalization expense. 


Sincerely yours, 


WituiaM C. Brack, M.D. 
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NOTICES AND REPORTS 


New California Medical Association Constitution 
and By-Laws 


The following is a tentative draft of a proposed 
revision of the Constitution and By-Laws of the Cali- 
fornia Medical Association. Work on the revision 
was undertaken first by a commitiee of 16 author- 
ized by the 1947 House of Delegates to review the 
existing document. That committee’s draft was re- 
ferred to a committee of five by the 1948 House of 
Delegates for further study. 


Comments and suggestions by C.M.A. members, 
which are solicited by the committee, should be ad- 
dressed: Committee on Constitution and By-Laws, 
Sam J. McClendon, M.D., chairman, California 
Medical Association, 450 Sutter Street, San Fran- 
cisco 8. 


CONSTITUTION 


ARTICLE I.—NAME, PURPOSES AND 
ORGANIZATION 


Section 1.—Name 


The name of this organization is California Medi- 
cal Association (hereinafter referred to as the Asso- 
ciation). 


Section 2.—Purposes 


The purposes of this Association are to promote 
the science and art of medicine, the protection of 
public health, and the betterment of the medical pro- 
fession; to promote similar interests of its compo- 
nent societies; and to unite with similar organizations 
in other states and territories of the United States 
to form the American Medical Association. 


Section 3.—Organization 


This Association has two divisions: One, the As- 
sociation as an organization; and Two, the Scien- 
tific Assembly. The Association as an organization 
includes component societies and their active mem- 
bers, the House of Delegates, Council, Commissions 


and Standing Committees. The Scientific Assembly 
includes all members of the Association and the 
scientific sections. 


Section 4.—Definition of Component Societies 


Component societies include all county medical 
societies (which may cover one or more counties) 
heretofore or hereafter chartered by this Association. 


Section 5.—Component Society Charters 


Charters to component societies may be granted 
and revoked as hereinafter prescribed, subject to the 
limitation that only one charter may be outstanding 
at any one time in any county. 


ARTICLE IIl.—MEMBERSHIP 
Section 1.—Classes of Members 


The members of this Association shall consist of 
Active, Associate, Honorary, Retired, Life and Affili- 
ate members. 


Section 2.—Membership Qualifications, Rights, 
Privileges, Duties and Method of Election 


The qualifications, rights, privileges, duties, obli- 
gations and methods of election of the several classes 
of membership are as stated in the By-Laws. 


County Society Secretaries’ 
Conference 


A conference of secretaries of the compo- 
nent medical societies of the California Med- 
ical Association, the first since the entrance 
of the United States into the war, will be 
held February 4 and 5, 1949, in San Fran- 
cisco. Formerly such conferences were held 
annually. Date for the 1949 conference was 
set by the Executive Committee of C.M.A. 
at a meeting in August. 
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ARTICLE II.—GOVERNMENT OF THE 
ASSOCIATION 


Part A.—House of Delegates 
Section 1.—Composition 


The House of Delegates shall consist of: 

(a) Delegates elected by the members of com- 
ponent societies; and 

(b) Officers of the Association as hereinafter 
provided. 

Section 2.—Representation 

As the By-Laws shall provide, each component so- 
ciety shall be entitled to proportionate representa- 
tion in the House of Delegates but with a minimum 
of one delegate. 


Section 3.—Alternates 


One or more alternates shall be elected for each 
delegate in the same manner as delegates are elected. 
One alternate shall be seated in place of each dele- 
gate absent or disqualified for failure to attend meet- 
ings or other cause. 


Section 4.—Terms of Delegates and Alternates 
Delegates and alternates shall serve for three years. 
One third, as nearly as possible, of the allowed num- 
ber shall be elected each year. 
Section 5.—Quorum 
A majority of the authorized number of delegates 
shall constitute a quorum. 


Section 6.—Functions of the House of Delegates 


The House of Delegates shall be the legislative 
body of the Association and, in addition, shall exer- 
cise such other functions as the By-Laws may pre- 
scribe. 


‘ Section 7.—Issuance and Revocation of Charters 


(a) - The House of Delegates shall issue charters 
to medical societies of a county or combination of 
counties deemed eligible and having made proper 
application therefor. 

(b) The House of Delegates may suspend or re- 
voke any such charter, after due notice and proper 
hearing, for cause. “Cause” shall be considered to be 
any conduct or action, on the part of any component 
society, deemed in contravention of the Constitution 
and By-Laws of the Association or the American 
Medical Association or its “Principles of Medical 
Ethics.” “Cause” shall further be deemed to be any 
conduct or action of a component society deemed 
inimical to the best interests of the Association. 

(c) It may act on the withdrawal or secession of 
any component society from the Association and 
take such measures as are deemed advisable and 
proper for reinstatement of any component society 
which may have withdrawn or had its charter sus- 
pended or revoked. 

(d) A two-third affirmative vote of the delegates 
present and voting shall be necessary for any action 
under the provisions of this section. 


Section 8.—Sessions of the House of Delegates 


In each year there shall be one or more regular 
sessions of the House of Delegates as fixed in the By- 
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Laws. Special sessions may be called and held as 
provided in the By-Laws. 


Part B.—Council 
Section 9.—Composition 


The Council shall consist of: 

‘ a) One Councilor, elected from each district: 
an 

(b) The President and President-Elect of the As- 
sociation. 

In addition, the Speaker, Vice-Speaker, Secretary- 
Treasurer, and Editor, all ex-officio but without the 
right to vote. 


Section 10.—Councilor Districts 


There are fifteen councilor districts as follows: 

District Number One, comprising San Diego and 
Imperial counties. 

District Number Two, comprising Orange, River- 
side and San Bernardino counties. 

District Number Three, comprising that area in- 
cluded in the 1937 city limits of the City of Los An- 
geles and now (1948) known as Councilor District 
No. 1 (g) of the Los Angeles County Medical Asso- 
ciation. 

District Number Four, comprising the balance of 
Los Angeles County except as stated in District Num- 
ber Three, now known (1948) as.Councilor District 
No. 2 to No. 7, inclusive, of the Los Angeles County 
Medical Association. 

District Number Five, comprising Ventura, Santa 
Barbara and San Luis Obispo counties. 

District Number Six, comprising Monterey, San 
Benito and Santa Cruz counties. 

District Number Seven, comprising Santa Clara 
and San Mateo counties. 

District Number Eight, comprising San Francisco 
County. 

District Number Nine, comprising Alameda and 
Contra Costa counties. 

District Number Ten, comprising Kern, Kings, Tu- 
lare, Inyo, Mono, Madera and Fresno counties. 

District Number Eleven, comprising Merced, 
Mariposa, Stanislaus, Tuolumne, Alpine, Calaveras 
and San Joaquin counties. 

District Number Twelve, comprising Sacramento, 
Amador, Eldorado, Placer, Nevada, Sierra, Yuba, 
Sutter, Yolo, Colusa, Glenn and Butte counties. 

District Number Thirteen, comprising Plumas, 
Tehama, Shasta, Lassen and Modoc counties. 

District Number Fourteen, comprising Siskiyou, 
Del Norte, Humboldt, Trinity, Mendocino and Lake 
counties. 

District Number Fifteen, comprising Sonoma, 
Napa, Solano and Marin counties. 


Section 11.—Election of Councilors 


Councilors shall be elected by vote of the delegates 
within each district in the manner and at the time 
specified in the By-Laws. 


Section 12.—Councilors: Terms of Office 


Councilors shall serve for terms of three (3) 
years; one-third to be elected in each year. 
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Section 13.—Council: Powers and Duties 


Subject to the provisions of this Constitution, and 
all resolutions and enactments of the House of Dele- 
gates, the Council shall be vested with full and com- 
plete power and authority to manage, control, use, 
invest, reinvest, lease, make contracts in respect of, 
and concerning, convey, give, grant, transfer or 
otherwise dispose of all property and assets of what- 
ever kind or nature owned by the Association, and 
shall also be vested with full and complete power and 
authority to do and perform all acts and to transact 
all business for and on behalf of the Association and 
to manage and conduct all the work and activities 
of the Association in carrying out the purposes 
thereof. The Council shall have such additional du- 
ties, powers and functions as are prescribed in the 
By-Laws. 


Section 14.—Election of Councilors on Adoption of 
this Constitution 


Upon the adoption of this Constitution, the dele- 
gates from each district shall proceed to elect Coun- 
cilors as follows: At the annual meeting at which this 
Constitution is adopted, the Councilors of the First, 
Fourth, Seventh, Tenth and Thirteenth Districts shall 
be elected for terms of one year each; Councilors of 
the Second, Fifth, Eighth, Eleventh and Fourteenth 
Districts shall be elected for terms of two years each; 
and Councilors of the Third, Sixth, Ninth, Twelfth 
and Fifteenth Districts shall be elected for terms of 
three years each. Thereafter, as each term expires, 
the delegates from the districts shall elect a Coun- 
cilor to serve for a term of three years. 


Upon the adoption of this Constitution and the 
election of fifteen district Councilors, as above pro- 
vided, the terms of office of the Councilors elected 
prior to the adoption of this Constitution shall im- 
mediately cease and terminate. 


ARTICLE IV.—FUNDS, PROPERTY, DUES, 
ASSESSMENTS AND EXPENDITURES 


Section 1.—Annual Dues 


At each regular session the House of Delegates 
shall, by a majority vote, fix the annual dues to be 
paid by members of the Association for the ensuing 
calendar year. Dues payable by active members shall 
be uniform and equal, except that the House of Dele- 
gates may reduce dues for certain groups (by general 
classification) as the By-Laws may expressly permit. 


Dues payable by associate members shall be uni- 
form and equal but may be set at not less than one 
half the regular dues for active members. 


Section 2.—Military Service 


During any period at which the United States is 
at war or requires services of doctors of medicine 
under an universal military training program, an- 
nual dues may be reduced or waived by the House of 
Delegates with respect to those members serving in 
the Armed Forces of the United States during the 
whole or any part of any year. 
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Section 3.—Leaves of Absence 


The Council, on recommendation of a component 
society, may grant leaves of absence to active mem- 
bers who are seriously ill and cannot practice or who 
leave practice temporarily for postgraduate study or 
other purposes acceptable to the component society 
and the Council and during such leave no dues shall 
be payable; provided no leave may exceed one year. 


Section 4.—Special Assessments, etc. 


Funds may also be raised by any of the following 
methods: (a) publications of the Association; (b) 
voluntary contributions; (c) bequests, legacies, de- 
vises, and gifts; (d) special assessments levied by 
the House of Delegates; and (e) in any other manner 
approved by the ‘House of Delegates. In the event 
that the House of Delegates levies a any special or other 
assessment than the mn assessment of dues, it 
may, in the resolution levying the assessment, fix and 
determine the time within which such assessment 
must be paid, the class or classes of members of the 
Association upon whom it is levied, and the penalty, 
if any, including forfeiture or suspension of member- 
ship in this Association or the component society, or 
both, to result from nonpayment thereof within the 
time prescribed. 


Section 5.—Annual Budget and Expenditures 


At each regular session of the House of Delegates, 
the Council shall submit to it an itemized budget 
stating the proposed expenditures of the Association 
for the ensuing year. The budget shall contain a con- 
tingency fund not exceeding the amount specified in 
the By-Laws, such fund to be available for expendi- 
ture at the discretion of the Council. The budget may 
be altered or revised by the House of Delegates, but 
must be adopted by ihe House before adjournment 
of the session. After its adoption, no expenditures 
in excess of the amount of the budget item covering 
the subject of such expenditures may be made in the 
year covered by the budget by the Association or any 
of its officers, agents or employees, unless the House 
of Delegates shall first approve such excess expendi- 
ture by resolution duly adopted. Recurring items in 
the budget (fixed expenditures covering more than 
one year), shall, when first adopted, be binding as to 
subsequent budgets to the extent of commitments or 
obligations entered into by the Association within 
authority granted by the House of Delegates or this 
Constitution or the By-Laws. 


Section 6.—Benevolence Fund 


At least $1.00 out of the annual dues paid by each 
member of the Association shall be allocated to the 
Physicians’ Benevolence Fund and shall only be used 
for the purposes as set forth in the By-Laws. 


Section 7.—All Funds and Moneys to Be Paid io 
Secretary-Treasurer and Deposited With Depositary 


All funds and moneys received for the Association 
by any officer or agent thereof shall be promptly paid 
to the Secretary-Treasurer and by him deposited with 
a depositary selected as such by the Council. 
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All depositaries selected by the Council shall be 
banks or trust companies duly licensed to transact 
business as such in the State of California. 

Section 8.—Membership Interest in Association 

Property 

No person other than an active member in good 
standing shall have any interest in the property of 
the Association and the interest of any active member 
therein shall cease when he ceases to be a member 
of the Association. 

If any active member shall resign or otherwise 
cease to be an active member of the Association, all 
of his interest in and to all property of the Associa- 
tion shall cease and such cessation of membership 
shall operate as a release and assignment to the As- 
sociation of all the right, title and interest of such 
member in and to all the property of the Association. 


ARTICLE V.—REFERENDUM AND PETITION 
Section 1.—Referendum and Petition 


The right of referendum and petition shall be as set 
forth in the By-Laws. 


ARTICLE VI.—OFFICERS 
Section 1.—Officers 
The officers of this Association shall be a President, 
a President-Elect, a Secretary-Treasurer, a Speaker 
of the House of Delegates, a Vice-Speaker of the 
House of Delegates, an Editor and fifteen Councilors. 


Section 2.—Powers and Duties of the 
President-Elect 

The President-Elect shall act for the President in 
his absence or disability, and if the office of President 
becomes vacant the President-Elect shall then suc- 
ceed to the Presidency to serve as President for such 
—- term and for the term of one year there- 
aiter. 


ARTICLE VII.—SCIENTIFIC ASSEMBLY 


Section 1.—Objects 
The Scientific Assembly of the California Medical 
Association is the convocation of its members for the 
presentation and discussion of subjects pertaining to 
the science and art of medicine. 


Section 2.—Sections 


The Scientific Assembly shall be divided into sec- 
tions, each section representing that branch of medi- 
cine described in its title. 


Section 3.—Creation of New Sections 

New sections may be created or existing sections 
discontinued by the House of Delegates. The Scien- 
tific Assembly and its sections shall be conducted in 
accordance with the provisions of this Constitution 
and the By-Laws, and such other instructions by the 
House of Delegates or the Council as may not be in 
conflict therewith. 


ARTICLE VIII.—MISCELLANEOUS 
Section 1.—Incorporation 


(a) To aid in carrying out the objects of the Asso- 
ciation, the House of Delegates at any meeting of any 
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regular or special session thereof may by a two-thirds 
vote of the members thereof present and acting, au- 
thorize, empower and direct the Council to cause the 
formation and organization of a non-profit corpo- 
ration under the laws of the State of California, with- 
out capital stock, with such incorporators, name, pur- 
poses, objects, principal place of business, term, num- 
ber of directors and directors to serve for the first 
year and until their successors are elected and have 
accepted office, and with such provisions regarding 
the voting power and property rights and interests of 
the members of the corporation and such further pro- 
visions in the Articles of Incorporation thereof, and 
with By-Laws and composed of such members repre- 
senting this Association as the Council shall pre- 
scribe, fix and determine. The House of Delegates 
may at its option in connection with the granting and 
giving of such authority, power and direction to the 
Council, prescribe, fix and determine any or all of 
such matters pertaining to the said corporation, its 
Articles of Incorporation and any provision thereof, 
By-Laws and membership, and its action thereon 
shall bind the Council; and the House of Delegates 
at any meeting of any regular or special session 
thereof may by a two-thirds vote of the members 
thereof present and acting, authorize, empower and 
direct the Council to grant, assign, transfer, convey 
and deliver, or cause to be granted, assigned, trans- 
ferred, conveyed and delivered to the said corpora- 
tion upon the formation thereof without any consid- 
eration therefor, any property, real or personal, of 
the Association, which authorization, power and di- 
rection may be given prior or subsequent to the for- 
mation and organization of said corporation. 

(b) To further aid in carrying out the objects of 
the Association, the House of Delegates at any meet- 
ing at any regular or special session thereof may, by 
a two-thirds vote of the membership thereof present 
and acting, authorize, empower and direct the Coun- 
cil to cause the formation and organization of one or 
more corporations under the laws of the State of Cali- 
fornia with such incorporators, name, purposes, 
county where the principal office for the transaction 
of business is to be located, first directors, the total 
number of shares, the aggregate par value, if any, of 
all shares, classes of shares, par value of any shares 
having par value, statement of the provisions, privi- 
leges and restrictions granted or imposed upon the 
respective classes of shares, or if the corporation be 
formed without capital stock the authorized number 
and qualifications of its voting and other rights of 
each class of members and the liability of each and 
all classes, to dues or assessments, and with such fur- 
ther provisions in the articles of incorporation thereof 
and with such by-laws as the Council shall prescribe, 
fix and determine; and the House of Delegates at any 
meeting of any regular or special session thereof may, 
by a vote of two-thirds of the members thereof pres- 
ent and acting, authorize, empower and direct the 
Council to grant, assign, transfer, convey or deliver 
or cause to be granted, assigned, transferred, con- 
veyed or delivered to any of such corporations upon 
the formation thereof or to applicants for health and 
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accident or other insurance in or from any of said 
corporations at or prior to the formation thereof 
without any consideration therefor, such funds and 
property, real or personal, of this Association as the 
House of Delegates shall from time to time authorize 
or ratify. 


Section 2.—Seal 


The Association shall have an Association seal con- 
sisting of a circle having on the circumference the 
words “California Medical Association, Eureka, 
1856,” with such further emblems, figures and words 
as the House of Delegates, on recommendation from 
the Council, shall prescribe. 

The power to change the seal shall rest with the 
House of Delegates. 


Section 3.—Amendments 


Any member of the House of Delegates at any 
meeting of any regular annual session thereof may 
present an amendment or amendments to any article 
or articles or any section or sections of any article or 
articles of this Constitution. 

Such proposed amendment or amendments shall 
be in writing and shall be filed with the Secretary 
and shall thereafter be published at least twice in 
separate issues of the official journal of this Associa- 
tion prior to the next regular session of the House of 
Delegates. 

At the said next regular session of the House of 
Delegates, such proposed amendment or amendments 
shall be submitted to the House of Delegates, for 
consideration at any meeting of the House of Dele- 
gates during that annual session, and if two-thirds 
of the Delegates present and voting vote in favor 
thereof, the same shall be adopted. 


Section 4.—Repeal of All Provisions of Existing 
Constitution 
All articles and all sections and all parts of all 
articles of the existing Constitution are hereby re- 
pealed. 


BY-LAWS 
CHAPTER I.—COMPONENT SOCIETIES 


Section 1.—Component Society Charters 


The charter of each component society shall pro- 
vide that all the provisions of the Constitution and 
By-Laws of this Association in force at the time of 
the issuance of such charter, together with all amend- 
ments to either thereof thereafter adopted, in so far 
as the same are applicable, shall be an integral part 
of the Constitution and By-Laws of the component 
society to which the charter is issued and that the 
terms and provisions thereof shall control and govern 
such component society, the officers and members 
thereof, and that the constitution and by-laws of the 
component society shall not be amended in any way 
to conflict or be inconsistent with the Constitution 
and By-Laws of this Association. Each charter shall 
be signed by the President and the Secretary-Treas- 
urer of this Association. 
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Section 2.—Revocation of Component Society 
Charters 


The charter of any component society may be re- 
voked by the House of Delegates if, after the filing 
with the Secretary-Treasurer of this Association of 
a written petition or protest signed either by the 
Chairman of the Council pursuant to resolution 
adopted by the Council by the affirmative vote of two- 
thirds of all the members thereof, and after due notice 
of hearing and after hearing thereof, the House of 
Delegates by a two-thirds vote of its members decides 
that the provisions of the Constitution or By-Laws of 
this Association or of the charter of such society 
have been breached by such society or that such soci- 
ety has committed acts or conducted itself in conflict 
with the Constitution, By-Laws or purposes of this 
Association to such extent as to make such revocation 
desirable in the best interests of this Association. 


Section 3. 


(a) Geographical or Specialty Sections. A com- 
ponent society may authorize the formation and exist- 
ence of branch geographical or specialty sections for 
scientific investigation and work only, and the mem- 
bers of such geographical sections or specialty sec- 
tions must be members of such component society. 


(b) Members in Sections to Be Members of Re- 
spective Component Societies. No geographical or 
specialty section shall be permitted to have any 
classes of members which classes in whole or in part 
include non-members of the component society of 
which any such geographical or specialty section is 
a branch or subdivision; provided that nothing in 
this section shall be construed as limiting the guest 
privileges of such non-members at meetings of such 
section. 


Section 4.—Component Societies Exclusive Judges 
of Qualifications of Applicants for Membership 


Each component society shall, subject to the mini- 
mum requirements for eligibility as provided by the 
Constitution, determine the qualifications for mem- 
bership therein and shall be the sole judge of the 
qualifications of applicants for such membership. 


A member must not practice or claim to practice, 
support, cooperate with or in any other way endorse 
any exclusive or sectarian system of medicine. He 
shall be honorable and ethical in his conduct and 
shall subscribe to the principles of medical ethics of 
the American Medical Association and to such as 
may from time to time be adopted by the California 
Medical Association, and shall recognize the author- 
ized officers of his component society and of this As- 
sociation as the proper authority to interpret any 
doubtful points in ethics. 


Every applicant for membership in a component 
society shall fill out and sign in duplicate the appli- 
cation blanks provided by the society, which pre- 
scribe the necessary qualifications for membership. 
One copy of each such application shall be promptly 
forwarded to the office of this Association. 
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Section 5.—Component Society Rosters of Members 
and of Licensed Physicians in Counties 


The Secretary of each component society shall keep 
a roster of its members and of the non-affiliated reg- 
istered physicians of the county, on which shall be 
shown the full name, address, school and date of 
graduation, date of license to practice in this State 
and such other information as may be deemed nec- 
essary. In keeping such roster the component soci- 
ety’s secretary shall note and at once notify the Sec- 
retary-Treasurer of this Association of any changes 
in the personnel of the profession, by death, by resig- 
nation, or by removal to or from the county, and in 
making his annual report he shall endeavor to ac- 
count for every physician who has lived in the county 
during the year. The secretary of each component 
society shall make a monthly report to the Secretary- 
Treasurer of this Association upon such forms and 
including such subjects as are herein provided, and 
as the Council may authorize. 


CHAPTER Il.—MEMBERSHIP 
Section 1.—What Constitutes Membership 


The name of a doctor of medicine on the official 
roster of this Association, after it has been properly 
reported by the secretary of his component society, 
and after the dues or other assessments due this Asso- 
ciation shall have been paid by the component soci- 
ety for each such member according to the class of 
membership held by each component society mem- 
ber, shall be prima facie evidence of membership, 
and of his right to register at the Annual Session. 


Section 2.—Qualifications for Membership and 
Method of Elect-on Thereto 

(a) Active Members. Active members shall com- 
prise all active members of all the component soci- 
eties. No person shall be eligible for election to ac- 
tive membership in a component society unless he 
shall hold the degree of Doctor of Medicine issued to 
him by an institution of learning, accredited at the 
time of conferring such degree by the American Med- 
ical Association or the Association of American Med- 
ical Colleges. He must also hold an unrevoked license 
to practice medicine and surgery in the State of Cali- 
fornia; provided, however, that subject to the mini- 
mum qualifications prescribed by this Constitution 
and the By-Laws, each component society shall be 
the exclusive judge of the qualifications of the mem- 
bers thereof. 

(b) Associate Members. Associate members may 
be elected by the Council, upon recommendation of 
the component societies of the counties in which the 
associate members reside, from those doctors of 
medicine engaged in teaching or research work or 
holding positions in the Federal Service or otherwise, 
and from other persons engaged in medical teaching 
or research or other scientific work contributing to 
medicine and the public health. 

(c) Retired Members. Retired members shall be 
elected by the Council on the recommendation of any 
component society from those active members thereof 
who cease the practice of medicine for reasons satis- 
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factory to such component society and the Council, 
and who shall have been active members of the Asso- 
ciation for a total of ten years prior thereto. 

(d) Honorary Members. The House of Delegates 
on recommendation by the Council may elect as hon- 
orary members any persons distinguished for their 
services or attainments as doctors of medicine or in 
the field of public health, or for research or other 
scientific work contributing to medicine. 

(e) Life Members. Life members may be elected 
by the Council on the recommendation of any com- 
ponent society from those active members thereof 
who have been active members of this Association 
continuously for a period of twenty (20) years or 
more and are more than fifty years of age. Those 
active members over seventy years of age need not be 
recommended by any component society but are eli- 
gible to life membership on direct application to the 
Council. The Council may not elect to life member- 
ship any active member whose membership has not 
been continuous or who has ever been censured, sus- 
pended or expelled from the American Medical Asso- 
ciation, this Association, any state medical associa- 
tion which is a constituent unit of the American 
Medical Association, or any county medical society 
which is a component part of this Association or a 
unit of any other state medical association. 

(f) ‘Affiliate Members. The House of Delegates 
may, from time to time, establish special and limited 
classes of membership in this Association for in- 
ternes, junior and senior residents, or house officers, 
practicing in hospitals in this state. In establishing 
such special membership for internes, junior and 
senior residents, or house officers, the House of Dele- 
gates may determine the qualifications, duration and 
privileges of such membership. Unless the House of 
Delegates determines to the contrary, such special 
members shall not pay dues. 

The House of Delegates may also from time to time 
provide for affiliation with the California Medical As- 
sociation, on an affiliate basis, of undergraduate med- 
ical students attending medical schools in this state. 


Section 3.—Rights and Privileges of Membership 


(a) Active Members. Subject to the provisions of 
the Constitution, all active members shall have the 
right of suffrage and all other rights and privileges 
of the Association. 

(b) Associate Members. Subject to the Constitu- 
tion, associate members shall have all of the rights 
and privileges of active members, except the right to 
vote or hold office. 

(c) Retired Members. Subject to the Constitution, 
retired members shall be entitled to receive publica- 
tions of the Association at such rates as the Council 
from time to time may determine. Retired members 
shall not have the right to vote or to hold office. Re- 
tired members shall not be required to pay dues 
unless the House of Delegates determines otherwise, 
and then the rate of dues shall be fixed by the House 
of Delegates. 

(d) Honorary Members. Subject to the Constitu- 
tion, honorary members shall not be obliged to pay 
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dues and shall not have the right to vote or to hold 
office. 


(e) Life Members. Life members, as a condition 
to election as such, shall pay to the Association such 
sum as may be fixed by the Council as a life mem- 
bership fee. In each year the Council, at its annual 
organization meeting, shall determine the life mem- 
bership fee for the ensuing year, basing same on the 
life expectancy of applicants in various age groups 
and upon the amount of existing annual dues for ac- 
tive members. In fixing life membership dues the 
Council may fix different amounts for different age 
groups. Subject to the foregoing provisions, the fee 
for life membership in each year shall be uniform 
and applicable to all active members falling within 
the respective classifications, as determined by the 
Council. After payment of the life membership fee, 
life members shall not be obliged to pay dues and 
shall not be liable for assessments of any kind or 
nature. If active membership in good standing is 
maintained in his component society, each life mem- 
ber shall have the right to vote, to hold office, and 
shall have all other rights and privileges of the As- 
sociation. If active membership in his component 
society is not maintained, the rights and privileges 
of a life member shall be those of a retired member. 

(f) Affiliate Members. Affiliate members shall not 
have the right to vote or hold office, and may be 
elected to such membership for specified terms and 
subject to continuance of student, interne or hospital 
resident status, but shall have all other privileges of 
membership. 


(g) Additional Classes of Membership. Subject to 
the Constitution, the House of Delegates may from 
time to time establish special and limited classes of 
membership and fix the dues, qualifications, duration 
and privileges of such membership. 


Section 3.—Termination of Membership 


(a) By Expulsion from Component Societies. Ex- 
pulsion from any component society, after due pro- 
ceedings in accordance with these By-Laws, upon be- 
coming final terminates all the rights and privileges 
in this Association of the member so expelled. 

(b) By Failure to Pay Dues. If the annual assess- 
ment of dues, payable to this Association by any 
member of this Association, is not paid on or before 
April 1 of any year, such member shall automatically 
lose his membership in this Association as of April 1 
of such year. The Council of this Association, in its 
discretion, upon payment of such unpaid dues, and 
any other assessments or dues accruing thereafter, 
may at any time reinstate such member. 


(c) By Revocation of Physician and Surgeon’s 
Certificate. Any active member whose license to prac- 
tice medicine and surgery in the State of California 
is revoked shall, upon receipt of written evidence of 
such revocation by the Secretary of this Association, 
thereupon cease to be a member of this association. 

(d) Acts and Conduct Subjecting Member to Cen- 
sure, Suspension or Expulsion by Component So- 
ciety. Any active member of a component society 
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who has been adjudged guilty of a criminal offense 
involving moral turpitude, or who has been duly 
adjudged guilty by his society, in accordance with the 
procedural requirements of these By-Laws, of gross 
misconduct as a physician or a surgeon or of a vio- 


_lation of any of the provisions of the constitution or 


by-laws or principles of professional conduct of his 
society or of the principles of medical ethics promul- 
gated from time to time by this Association or by 
the American Medical Association, shall be subject to 
censure, suspension or expulsion from his society by 
such component society. 


(e) Right of Committee on Membership and Or- 
ganization of This Association to Prefer Charges. 
If a member of this Association is believed by the 
Committee on Membership and Organization of this 
Association to be guilty of conduct justifying cen- 
sure, suspension or expulsion from his component 
society, said committee may prefer written charges 
in the form and in the manner hereinafter specified 
with the secretary of the accused member’s county 
society and may, through a member or members 
thereof, perform all acts that are reasonably neces- 
sary and proper in the prosecution of said charges. 


Section 4.—Disciplinary Procedure 


(a) Disciplinary Procedure for Component Soci- 
eties. The procedure to be followed by each compo- 
nent society with respect to the censure, suspension 
or expulsion of a member shall be: 

(1) Charges; Formal Requirements; a Formal 
Charge Must First Be Made. Such charge must be 
in writing, signed by the accuser, and if made by a 
person other than a member of the society must be 
sworn to before an officer of the State of California 
authorized to administer oaths. Charges must state 
the acts or conduct complained of with reasonable 
particularity. 

(2) Charges; Filing; Secretary’s Duties; Presen- 
tation to Board of Directors (or Grievance Commit- 
tee). Charges must be filed with the secretary of the 
accused member’s component society. At the first 
regular or special meeting of the Board of Directors 
of such component society held after charges are 
filed, the secretary must present said charges to the 
Board. The Board of Directors shall then or at any 
adjournment of said meeting, but not more than 
thirty days after the date of such regular or special 
meeting, consider the charges, and in its discretion 
determine whether or not further proceedings shall 
be conducted. If the Board determines that no fur- 
ther action shall be taken, the charges shall be dis- 
missed. 

If a component society has no board of directors 
and more than ten members, its members must, at a 
regular meeting of the society, elect a grievance com- 
mittee of not less than five (5) active members in 
good standing; two members shall be designated by 
the society to serve for a period of one year, two 
members shall be designated to serve for a period of 
two years, and one member shall be designated to 
serve for a period of three years. At the expiration of 
the terms of office of the respective members of such 
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committee, successors shall be elected in like man- 
ner to serve for a period of three years each. Such 
grievance committee shall exercise all the power and 
perform all the duties herein conferred upon boards 
of directors in the manner and within the times herein 
provided. If a society has less than eleven members, 
the entire society, exclusive of the accuser and ac- 
cused, shall constitute the grievance committee. All 
references herein to board of directors shall be 
deemed to include boards of councilors and such 
grievance committees, and component societies of ten 
members or less. 


(3) Service of Charge Upon Accused. If the 
Board of Directors determines that further action, 
with respect to said charges, shall be taken, the Board 
must, within fifteen (15) days after such decision, 
cause a copy of the charges to be served upon the 
accused by personally delivering a copy thereof to 
him, or by depositing a copy thereof in the United 
States mail, registered and addressed to the accused 
either at his last known office or at his last known 
residence. 

(4) Time and Place for Hearing; Service of No- 
tice Thereof. The Board of Directors shall, at said 
meeting at which its decision to proceed is made, fix 
a time and place for a hearing of said charges. Writ- 
ten-notice of the time and place set for the hearing 
shall be served upon the accused within fifteen (15) 
days by personal delivery or registered mail as afore- 
said. 

The time so set for a hearing shall be not less than 
fifteen (15) days after the accused has been served as 
aforesaid, with a copy of the charges and with the 
notice of the time and place set for the hearing; said 
hearing must be held within the county in which the 
accused holds his county society membership. The 
hearing before the Board of Directors must actually 
commence within six months from the date of the fil- 
ing of written charges. Failure to comply with this 
requirement shall constitute an automatic dismissal 
of the charges. , 


(5) Right of Accused to Answer; Time to An- 
swer; Formal Requirements. The accused may, not 
less than five (5) days before the time set for a hear- 
ing, answer said charges. The answer shall be in 
writing and the original and three copies shall be 
filed with the secretary of the society; provided, how- 
ever, that the failure of the accused to answer shall 
not be deemed to be an admission of the truth of the 
charges or a waiver of the accused’s right to a hear- 
ing with respect to said charges. 

(6) Rules Governing Hearing; Duties of Referee 
of Society; Advice as to Procedure Only. The Board 
of Directors shall give ample opportunity both to 
the accuser and the accused to be heard in person, 
and to present all testimony, evidence, or proofs 
which the accuser or the accused may deem neces- 
sary, provided that the Board may reject all testi- 
mony, evidence, or proofs, which in the judgment 
of the Board are immaterial, irrelevant or unneces- 
sarily repetitious. 

Either the Council or the Executive Committee of 
the California Medical Association, whenever it shall 
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come to the attention of either thereof that a disci- 
plinary proceeding is pending before any compo- 
nent society, may of its own motion, and shall, upon 
the request of such component society or of the 
member or members thereof the subject of any such 
disciplinary proceeding, appoint a referee who may, 
but need not be, a member of the California Medical 
Association, and shall cause the Secretary of the 
California Medical Association to notify the secre- 
tary of such component society of such appointment. 
The referee so appointed shall preside at the hear- 
ing of said charges and shall make all decisions con- 
cerning the admission or rejection of testimony or 
other evidence and procedure. The referee shall not, 
however, have any voice nor participate in any man- 
ner in the determination by the Board of Directors of 
the disposition of the charges. During the hearing 
the referee shall perform all duties normally per- 
formed by the presiding officer of the Board of Di- 
rectors. 


(7) Record of Proceedings; Shorthand Reporter ; 
Duty of Secretary to Preserve Board Records; Right 
of Accused to Copy. The secretary shall preserve the 
original of said charges with a certificate of personal 
delivery or of mailing of a copy or copies thereof, as 
the case may be, the original notice of the time and 
place set for the hearing with a certificate of personal 
delivery or of mailing of a copy or copies thereof, 
as the case may be, and the original of the answer 
filed by any member accused if an answer be filed. At 
the hearing, the Board of Directors shall, at the ex- 
pense of the society, employ a competent shorthand 
reporter to record and transcribe into typewriting 
testimony adduced on behalf of the accuser and the 
accused and all rulings made. The original charges 
with certificate of service thereof, the original notice 
of time and place for hearing with certificate of serv- 
ice thereof, the answer or answers, if any be filed, all 
documentary evidence introduced at the hearing, the 
typewritten transcript of the testimony and the writ- 
ten decision of the Board of Directors shall consti- 
tute the record of the entire proceedings. The Secre- 
tary shall, upon receipt from accused of a sum suf- 
ficient to defray the cost thereof, cause a copy or 
copies of such record to be transcribed, certified and 
furnished to the accused. 


(8) Decision of Board; When Must Be Written; 
Rules Governing Vote of Board. The Board of Di- 
rectors, after having given the accuser and the ac- 
cused member full opportunity to be heard, shall con- 
clude the hearing and shall render its decision in 
writing not more than thirty (30) days thereafter. 
Hearing shall include any oral arguments and the 
filing and consideration of any written briefs. The 
Board of Directors by a two-thirds affirmative vote of 
all the eligible members of the Board present and vot- 
ing may exonerate or may censure, suspend or expel 
the accused member as the facts in its opinion may 
justify. 

The decision of the Board of Directors may be ex- 
pressed in resolution adopted by said vote. The deci- 
sion may not contain an opinion and need only be 
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signed by the secretary or the acting secretary of the 
component society. 

The failure of at least two-thirds of all the mem- 
bers of the Board of Directors present and voting to 
agree upon the disposition of the charges shall act 
automatically as a dismissal of the same. No member 
of the Board of Directors not present at the said hear- 
ings for the entire time thereof shall be entitled to 
vote with respect to the disposition of the charges. 

(9) Suspension; Maximum Period ; Status of Sus- 
pended Member. If the Board of Directors shall de- 
termine to suspend an accused member, the term of 
such suspension shall be within the discretion of the 
Board, provided that in no case shall a member be 
suspended for a period greater than one year. A sus- 
pended member shall have no rights or privileges in 
the society, provided that at the expiration of the 
period of suspension such suspended member shall 
not be reinstated to membership in good standing 
until he applies for reinstatement and pays all dues 
accrued during said period of suspension. 

(10) (a) Board’s Decision; Secretary to Send 
Copies. Within ten (10) days after the decision of 
the Board of Directors, the secretary of the society 
shall transmit a copy of the decision to the Board, to 
the accused member or members and to the Secre- 
tary of this Association. 

(b) Board’s Decision Final; Subject to Appeal. 
The action of the Board of Directors of a component 
society shall be final, subject only to appeal to the 
Council of the California Medical Association in such 
cases as are provided in these By-Laws. 

The decision of the Board of Directors shall not 
become effective until the expiration of ten days 
after time during which an appeal may be taken to 
the Council of this Association. Filing an appeal 
with the Secretary of this Association shall automat- 
ically stay the execution of the decision of the Board 
of Directors of the component society until written 
notice of the action of the Council of this Associa- 
tion with respect to appeal has been received by the 
secretary of the component society from which the 
appeal was taken. 

(c) Technical Rules of Evidence Not to Govern 
Disciplinary Hearings. All hearings with respect to 
the disposition of charges against a member of a 
component society shall be held and conducted in 
such manner as to ascertain all the facts fairly to 
the accuser and accused, eliminating all formal or 
technical rules and requirements which ordinarily 
pertain to judicial proceedings. 

(d) Members Agree That No Cause of Action 
Shall Accrue. Any person so charged, censured, sus- 
pended, or expelled shall have no claim or cause of 
action against this Association, a component society 
or any member, director, councilor or officer, thereof 
by reason of such charges, or the hearing or the con- 
sideration thereof or censure, suspension or expul- 
sion therefor. 

(e) Expelled Members; Right to Apply for Mem- 
bership; When Accrues. Any person whose mem- 
bership has been involuntarily terminated in a com- 
ponent society by reason of violation of these By- 
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Laws may apply for membership after the expiration 
of one year from the date said membership was ter- 
minated, and such application shall be considered 
in the same manner as a new application for mem- 
bership. 


Section 5.—Procedure for Appeal to Council 


A member of a component society censured, sus- 
pended or expelled by his county society may appeal 
from the action of such component society to the 
Council of this Association within the period of two 
months succeeding the date of such censure, suspen- 
sion, or expulsion. Appeals shall be in writing and 
be filed within the said period of two months in the 
office of the Secretary of this Association. Said ap- 
peal shall be accompanied by a copy of the record of 
the entire proceedings before the component society 
duly certified by its secretary, provided the Chairman 
of the Council may, in his discretion, extend the time 
of the appellant to file said record. Upon the filing of 
an appeal the secretary shall present it to the first 
subsequent meeting of the Executive Committee or 
the Council. Appeals shall be heard by the Council 
only after reasonable notice of not less than ten (10) 
days in writing of the time and place of the hearing 
of the appeal has been given to the appellant member 
and the president and secretary of the component 
society as provided in Section 4 hereof. 


Section 6.—Rules Governing Appeals 


In hearing appeals, the Council shall review all 
questions of procedure, and may, in its discretion, 
review the evidence contained in the record of the 
original proceedings held before the Board of Direc- 
tors of the component society. The Council may 
make findings of fact contrary to, or in addition to, 
those made by said Board of Directors. Such find- 
ings may be based on the evidence adduced before 
said Board of Directors, either with or without the 
taking of evidence by the Council. The Council shall 
use any lawful means which in its judgment will best 
and most fairly present all the facts involved. The 
Council may, for the purpose of making such findings 
or for other purpose in the interest of justice, take 
additional evidence of or concerning facts material 
to the questions involved, or may, for such purpose, 
appoint a committee of its members or any notary 
public to act as referees or referee for the taking of 
such additional evidence 

Such referee or referees shall render a report in 
writing to the Council, which report shall contain a 
clear statement of the facts found by the referee or 
referees from the testimony or evidence adduced. 

The Council may affirm, reverse or modify the 
decision of the Board of Directors or make such other 
disposition of the proceedings as it may deem proper. 

In every case of an appeal the individual coun- 
cilors and the Council, through a committee thereof, 
prior to any hearing being held upon the appeal, 
shall exert all proper efforts at conciliation and 
compromise. 

This Association may be represented by its attor- 
ney to advise the Council upon procedural questions 
only. 
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The decision of the Council shall be final and bind 


the appellant member and the component society. 


Sect’on 7.—Regi: tration at Annual Sessions 
Necessary for Participation Therein 
Each member in attendance at the Annual Ses- 
sion shall register, after his right to membership has 
been verified by reference to the records of this Asso- 
ciation. No member shall take part in any of the 


proceedings of the Annual Session until he has com- - 


plied with the provisions of this section of the By- 
Laws. 


Sect‘on 8.—Component Society Secretaries to 
Furnish Date on Applications for Membership 


The secretary of each component society, on forms 
or blanks supplied by this Association for that pur- 
pose, shall notify the Secretary-Treasurer of this As- 
sociation in writing, as soon as possible, of each ap- 
plication for membership in such component soci- 
ety, with the name, address, and all other particulars 
regarding the applicant known to the secretary of 
such component society. 


Section 9.—Component Society Membership 


Lists to Be Sent to Secretary-Treasurer. It shall 
be the duty of the secretary of each component so- 
ciety to furnish the Secretary-Treasurer before the 
first day of March of each year a list of names and 
addresses of all members in good standing on the 
first day of January of each year, and to notify in 
writing the Secretary-Treasurer of this Association 
monthly of all changes in membership of the compo- 
nent society, with corresponding changes of address. 


Section 10.—Membership Where No Component 
Society Exists 


Any Doctor of Medicine residing in an area in 
which there is no component society may apply for 
membership in the component society most con- 
venient to the area in which he practices medicine, 
and if otherwise qualified he may be elected to mem- 
bership therein. 


Section 11.—Membership Where Major Office and 
Residence Are in Different Component 
Society Areas 


A Doctor of Medicine may apply for membership 
only to that component society whose charter covers 
the area in which his major office for professional 
practice is located. 


Section 12.—Membership as Affected by Transfer of 
Location of Office 


A member who changes his office from the county 
through whose component county society he holds 
membership in this Association, to another county 
in which there is a component society, is eligible to 
membership in the component society of his new lo- 
cation on the presentation of a transfer card, and 
satisfactory evidence that his dues have been paid 
in full in the component society in which he holds 
membership; provided, however, that no evidence 
which would disqualify him for membership exists. 

He shall forfeit his membership in this Associa- 
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tion one year after such change of location of prac- 
tice unless after proper application he is elected to 
membership in the society of the county to which he 
has moved. 

Any member who has heretofore changed his lo- 
cation of practice as aforesaid shall have one year 
after the date of adoption hereof to comply with the 
provisions of this section. 


Section 13.—Transfer Cards 


When a member in good standing in a component 
society moves to another county or other jurisdiction 
in this State he shall, on request, be given a transfer 
card, without cost. He must assume such financial 
obligations as shall be deemed proper by the com- 
ponent society to which he is transferred, and to 
which he makes application for membership by 
transfer. 


CHAPTER IIIl.—HOUSE OF DELEGATES 
Section 1.—Functions of the House of Delegates 


(a) In addition to its legislative functions, the 
House of Delegates shall fix the annual dues to be 
paid by members, levy assessments, raise funds, act 
on budgets submitted by the Council and approve 
any expenditures for special purposes in excess ofa 
contingency fund. 


(b) It shall elect the hinies and Vice-Speaker 
of the House of Delegates at the regular session. 
Nominations for these offices shall be made by dele- 
gates from the floor. 


(c) It shall nominate and elect the President-elect 
and such other officers as are provided herein or in 
the By-Laws. 

(d) It shall nominate and elect Delegates to the 
House of Delegates of the American Medical Associa- 
tion in conformity with the Constitution and By- 
Laws of the latter. 


Section 2.—Secretaries of Component Societies to 
Furnish Lists of Delegates and Alternates 

Not later than forty-five days prior to the next 
scheduled session the Secretary of each component 
society shall forward to the Secretary-Treasurer of 
the Association on blanks previously provided, by 
the Association, the names and addresses of the dele- 
gates and alternates elected by the respective com- 
ponent societies and shall certify thereon the dates 
of election and expiration of terms of service of each 
delegate and alternate. The Secretary of each com- 
ponent society shall also designate in such list of 
delegates and alternates the order of priority amongst 
alternates to be followed by the House of Delegates i in 
seating alternates in lieu of delegates from such com. 
ponent society. 

Failure to conform to this provision shall consti- 
tute grounds for disqualification of the delegation in 
default for the scheduled session, at the discretion of 
the House of Delegates. 


Section 3.—Representation 


Each component society shall be entitled to one 
delegate for every one hundred (100) active mem- 
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bers, or fraction thereof, as of the first day of the 
preceding November. 


Section 4.—Limitations on Seating of Delegates 


Only duly elected delegates or alternates may be 
seated at any session of the House of Delegates unless 
the Secretary of the Association has been given due 
notice of substitution at least fifteen (15) days in 
advance of the session. 


Section 5.—Disqualification of Delegates or 
Alternates for Absence From a Session 


Any delegate absent without good cause from two 
or more consecutive meetings of the House of Dele- 
gates, and who has failed to give fifteen days’ notice 
to the Secretary of the Association of his inability to 
be present, shall thereupon be disqualified as a dele- 
gate and, in addition, ineligible for re-election as a 
delegate or alternate for three years immediately suc- 
ceeding the expiration of his term; except that the 
Committee on Credentials may excuse absence on 
presentation of good cause therefor. If the compo- 
nent society has not designated the alternate to re- 
place an absent delegate, the Committee on Creden- 
tials may determine the order of seating alternates 
from such component society. 


Section 6.—Notification of Delegates 


The Secretary of each component society promptly 
shall notify in writing each delegate and alternate 
immediately after his election to such office, and 
shall expressly direct each delegate’s and alternate’s 
attention to the provisions of Section 5 above. 

Section 7.—Qualifications of Delegates and 
Alternates 

(a) Atleast three (3) years’ active membership in 
good standing in the component society immediately 
preceding election shall be required for election as 
delegate or alternate. 

(b) Only duly elected delegates, or properly quali- 
fied alternates, may be seated with the right to vote. 

(c) Officers of the Association who by virtue of 
their offices shall be delegates may be seated but 
shall have no right to vote. 


Section 8.—Sessions and Meetings 


(a) In each year there shall be one regular session 
of the House of Delegates; the time and place of such 
regular session to be determined by the Council as 
far as possible in advance and notice thereof pub- 
lished in the Journal of the Association. There shall 
be at least two meetings of the House of Delegates 
at each regular session, with one day intervening be- 
tween the first and second meetings; at its second 
meeting the House of Delegates may decide upon a 
third meeting of such session and elect to recess to 
any place in California and time (not more than six 
months later) desired. 

(b) In addition to regular sessions, special meet- 
ings of the House of Delegates may be called at any 
regular or special meeting of the Council, by a two- 
thirds vote of all the members of the Council, or by 
written call stating the object of the meeting, filed 
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with the Secretary in the office of the Association 
and signed by one-half or more of the members of 
the House of Delegates. Upon the filing of such call 
with the Secretary, the Council shall within thirty 
(30) days thereafter fix the time and place for the 
holding of such special meeting and cause written 
notice thereof stating the object of the meeting to be 
sent by United States mail, postage fully prepaid, to 
each member of the House of Delegates, addressed 
to him at his office or place of residence, as shown by 
the records of the Secretary’s office, at least fifteen 
(15) days prior to the date of meeting. 

(c) Officers of the Association shall be elected at 
the regular session. 


(d) It is the policy of the Association that all reso- 
lutions shall be submitted to the secretary at least 30 
days in advance of each regular session and be pub- 
lished to the delegates as soon as possible; however, 
all resolutions presented before or during any session 
shall be referred to the proper Committee on Resolu- 
tions for consideration and recommendation. 


(e) Action on resolutions may be taken at the 
second or third meeting of any session. The House 
of Delegates may refer to the proper committee for 
further study any resolution, in which event the com- 
mittee shall make available to each delegate and al- 
ternate copies of said resolution and the recommen- 
dations of the committee, through the office of the 
Association, at least thirty (30) days in advance of 
the date of the next meeting at which action on said 
resolution is to be taken. 


Section 9.—Budget 


The House of Delegates shall act on an annual 
budget submitted to it by the Council and shall ap- 
prove such budget either as submitted or revised by 
the Council or the House of Delegates. 


Section 10.—Division of Scientific Work 


The House of Delegates, either upon recommenda- 
tion of the Council or on its own initiative, shall pro- 
vide for division of the scientific work of the Asso- 
ciation among appropriate sections and assemblies. 


Section 11.—House of Delegates Committee 


Prior to or at the commencement of each regular 
session the Speaker of the House shall appoint from 
the members thereof the following committees: 

1. A Committee on Credentials, 

2. A Reference Committee on Finance, 

3. A Reference Committee on the reports of Offi- 
cers, Council, Standing and Special Committees, and 

4. Two or more Reference Committees on resolu- 
tions, amendments to the Constitution and By-Laws, 
and new and miscellaneous business (the Speaker 
may allocate amongst these committees all business 
properly referable to them). 

Section 12.—Membership of Credentials and 
Reference Committee 

Each of the aforesaid committees shall consist of 
three members, the chairman of each to be designated 
by the Speaker. 
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The Speaker, the House concurring, shall refer 
said reports, resolutions, and business to the respec- 
tive Reference Committees, but may allocate among 
them any of said reports, resolutions or portions 
thereof, and other business, to avoid duplication and 
to expedite the business of the House of Delegates. 

Each Reference Committee shall prepare a written 
report dealing with and making recommendations on 
all matters submitted to it. In those instances in 
which resolutions or other matters remain before 
a Reference Committee between meetings of the 
House of Delegates, copies of such resolutions or 
other matters and the recommendations of the com- 
mittee thereon shall be mailed or delivered by the 
Secretary to each elected Delegate and Alternate at 
least thirty days (or if less than thirty days inter- 
venes between meetings, as early as possible) prior 
to the meeting of the House of Delegates at which 
such resolutions or other matters and recommenda- 
tions concerning them are to be considered. The re- 
port of each committee may be acted upon as a whole 
or section by section, as the House may determine. 


Section 13.—Special Committees of House of 
Delegates 


The Speaker, the House of Delegates concurring, 
shall have the right to appoint special committees for 
special work. All committees of the House of Dele- 
gates shall present their reports to the House of Dele- 
gates in writing. 


Section 14.—Duties of Credentials Committee 


The Secretary of the Association shall supply the 
Committee on Credentials with the necessary infor- 
mation concerning the membership of the House of 
Delegates. : 

The Secretary shall give this committee a list of 
component societies, showing the total membership 
as of November 1 of the preceding year. This com- 
mittee shall ask each delegate and alternate to pre- 
sent his written credentials, but shall accept the offi- 
cial written list submitted by the secretary of any 
component society; provided that such written list 
be sent to the Secretary of the Association at least 
fifteen days before the beginning of the annual 
session. 

The Committee shall make a written report to the 
House of Delegates of the delegates and alternates en- 
titled to membership therein. 


Section 15.—Delegates to the American Medical 
Association 


The House of Delegates shall elect delegates and 
alternates to the House of Delegates of the American 
Medical Association in accordance with the Consti- 
tution and By-Laws of that organization. 


Section 16.—Special Committees Appointed by 
House of Delegates 


The House of Delegates shall have authority to ap- 
point committees for special purposes from among 
members of the Association who may or may not be 
members of the House of Delegates. Such commit- 
tees shall report in writing to the House of Dele- 
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gates; and the members, the House concurring, may 
participate in the debate on their reports. 


Section 17.—Approval of Memorials 


The House of Delegates shall approve all memo- 
rials and resolutions issued in the name of the Asso- 
ciation during an annual session before they shall 
become effective. 


CHAPTER IV.—COUNCIL 
Section 1.—Auditing Committee of Council 


The Chairman of the Council, subject to its ap- 
proval, shall appoint an auditing committee of three 
members, designating one of the members as its 
chairman. 

The Auditing Committee shall inspect all bills and 
claims against the Association, and no bill or claim 
shall be paid except upon voucher or draft having 
the approval of at least two of the three members of 
the Auditing Committee; provided, however, that 
any bill or claim may be paid without the approval of 
any member of the Auditing Committee by a ma- 
jority vote or written approval of a majority of all 
the members of the Executive Committee. 


Section 2.—Executive Committee of Council 


The Executive Committee shall consist of the Presi- 
dent, President-Elect, Chairman of the Council, 
Chairman of the Auditing Committee, and one other 
member of the Council (elected by the Council at its 
organization meeting each year). The Secretary- 
Treasurer and Editor shall be members ex officio, but 
without the right to vote. The organization, duties 
and powers of the Executive Committee shall be as 
provided in the By-Laws. 


Section 3.—Council: Organization 


At the first meeting of the Council held after the 
adjournment of the last meeting of the House of 
Delegates at the regular annual session of the Asso- 
ciation, the Council shall organize by the election of 
one of the Councilors as Chairman of the Council, 
who shall serve as such up to the first Council meet- 
ing held after the adjournment of the last meeting of 
the House of Delegates of the next succéeding regu- 
lar annual session of the Association; and a Vice- 
Chairman who shall hold office for the same term, 
and who, in the absence of the Chairman, shall per- 
form the duties of the Chairman. The Secretary- 
Treasurer of the Association shall serve as the secre- 
tary of the Council. 


Section 4.—Duties of District Councilors 


Each District Councilor shall be organizer, peace- 
maker and censor for his district. 


(a) Visitation of Component Societies; and Re- 
port Thereon. He shall visit each county in his dis- 
trict at least once a year for the purpose of organiz- 
ing component societies where none exist, of inquir- 
ing into the condition of the profession, and of main- 
taining touch with the activities of the component 
societies of his district. He shall in writing make an 
annual report of this work and of the condition of the 
profession of each county in his district to the Coun- 
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cil, which shall take such action thereon as it may 
deem best. 


(b) Expenses of Councilors and Officers. Coun- 
cilors and officers shall be allowed railroad fare or 
mileage not exceeding 5 cents a mile, plus an allow- 
ance for maintenance expense of ten dollars a day, 
while absent from their places of residence; (a) in 
attending association, district or county society 
meetings; (b) meetings of committees of the Asso- 
ciation; (c) authorized councilor or officer visits to 
county societies; (d) and otherwise when on official 
business, authorized or approved by the Council. 


Section 5.—Mail Ballot 


The Chairman of the Council, at any time, may 
direct the Secretary to submit any urgent matter or 
question to the members of the Council by mail bal- 
lot, the question or proposition being prepared 
through conference of the Secretary with the Chair- 
man of the Council and the Chairman of the Execu- 
tive Committee; and the vote of two-thirds of the 
members upon such question by mail or telegraph 
shall be binding upon the Council. 


Section 6.—Registry 


The Secretary-Treasurer, in writing, shall request 
each Councilor to register his address where he de- 
sires all notices to be sent to him by mail or telegram. 


Section 7.—Order of Business 


At meetings of the Council, business shall be trans- 
acted as the Council may determine from time to time 
by resolution. 

The Council shall provide and fix the order of 
business of the first two meetings of the House 
of Delegates at each regular annual session, pro- 
vided that the House of Delegates may change the 
order of business by a majority vote. 


Section 8.—Preparation of Budget; 
Annual Assessment 


The Auditing Committee, prior to December 1 of 
any year, shall submit to the Executive Committee, 
for consideration at its December meeting, a budget 
under which the Association shall work in the fiscal 
year following the next annual session. 

The Executive Committee, after consideration of 
the Auditing Committee’s proposed budget, shall sub- 
mit the same to the Council, prior to the spring 
meeting of the Council, with a report of its own con- 
taining suggested changes, additions, or comments. 

The Council in turn shall consider the two pro- 
posed budgets so submitted, and shall then make a 
final draft of a proposed budget for the Association, 
to be submitted to the House of Delegates at the 
next annual session. 

The Council shall recommend to the House of 
Delegates the amount of the annual dues or assess- 
ments of each member of the Association. 


Section 9.—Committee on Arrangements for 
Annual Meeting 


(a) Appointment and Duties. The Chairman of 
the Council, subject to the approval of the Council, 
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shall, at least six months before the regular annual 
session, appoint a Committee on Arrangements for 
the annual session, one member thereof being desig- 
nated as the general chairman. This committee shall 
consist of five members, at least three of whom shall 
be members of the component society of the county in 
which the annual session is to be held. 

The Secretary-Treasurer of the Association shall 
be ex officio a member of this committee. 

This committee shall have charge of all local ar- 
rangements not otherwise provided for. 

The terms of office of members of this committee 
shall expire when the succeeding committee on ar- 
rangements is appointed. 

As the local Committee on Arrangements this com- 
mittee shall provide suitable meeting places and 
shall have general charge of all local arrangements. 
The committee shall have power to appoint local ad- 
visory members and subcommittees to aid in its 
work. 


(b) Commercial Exhibit. The Council shall de- 
cide what portion of the income from commercial ex- 
hibits or other convention services shall go to the 
local Committee on Arrangements. The location and 
rules for the commercial exhibits and other acces- 
sory annual session activities shall be subject to the 
approval of the Council. 


(c) Local Convention Expenses. The Council 
shall decide what portion of the local expenses shall 
be borne by the Association. 


(d) Report on Committee on Arrangements. The 
Committee on Arrangements shall, as soon as pos- 
sible and not later than two months after the adjourn- 
ment of the final meeting of the regular annual ses- 
sion, make and file with the Secretary-Treasurer of 
the Association an itemized, detailed report of all 
of its receipts and disbursements, and shall remit any 
moneys due the Association remaining in its posses- 
sion, to the Secretary-Treasurer. 


Section 10.—Offices 


The Council shall provide and secure such offices 
for the Association as may be required to conduct its 
activities and business properly. 


Section 11.—Executive or Field Secretaries or 
Representatives 


The Council may employ one or more Executive 
or Field Secretaries or Representatives, who need not 
be physicians nor members of the Association. The 
duties of such a representative or representatives, if 
appointed, shall be determined by the Council by 


resolution. 


Section 12.—Legal Counsel 


The Council at its annual organization meeting 
shall appoint one or more legal advisors, giving each 
such title as may be deemed proper. It shall fix the 
amount of retainer and other fees. By resolution it 
shall indicate what duties shall be assigned to each 
advisor. The Council shall appoint such attorneys- 
at-law licensed in California at its annual organiza- 
tion meeting. 
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The Council shall have the right to request the at- 
tendance of Counsel of the Association at any meet- 
ings at which it might desire his presence and ad- 
vice, and at such meetings he shall call the attention 
of the Council to matters in which the legal aspects 
may be of importance, and shall give such other opin- 
ions in special matters as may be requested of him 
by the Council. 

The General Counsel shall present in writing as 
promptly as the same may be properly prepared, 
such legal opinions as may be requested by the 
House of Delegates, the Council or the Executive 
Committee. 


CHAPTER V.—COMMITTEES 
Section 1.—Standing Committees 


The standing committees of this Association shall 
be as follows: 


(a) Scientific Work 
(b) Public Policy and Legislation 
(c) Medical Defense 
(d) Medical Education and Medical Institutions 
(e) Hospitals, Dispensaries, and Clinics 
(£) Medical Economics 
(g) Associated Societies and Technical Groups 
(h) History and Obituaries 
(i) Industrial Practice 
(j) Postgraduate Activities 
(k) Public Relations 
(1) The Reference Committees of the House of 
Delegates 
until final adjournment of each regular session. 


Section 2.—Standing Committees; How Elected; 
Term of Office 

Unless otherwise provided in these By-Laws, each 
of the standing committees (except House of Dele- 
gates Reference Committees) shall consist of one 
member of the Council and two other members. 
Members of standing committees (other than House 
of Delegates Reference Committees) shall serve for 
a term of three (3) years. One member of each of 
these committees shall be nominated annually by the 
Council and if approved by the House of Delegates 
shall be deemed elected. 


Section 3.—Report Procedure for All Committees 


Regular standing and special committees of the 
Association may make investigations and surveys on 
authorization of the Council or House of Delegates, 
but all recommendations and reports of all commit- 
tees (unless expressly otherwise provided in the Con- 
stitution or By-Laws) must be submitted only to the 
Council or House of Delegates. Other than as herein 
stated no committee is authorized to act for or repre- 
sent this Association. 


Section 4.—Advisory Groups to Standing 
Committees 

To aid it in its work, each committee, if it so de- 
sires, shall have the power to appoint an Advisory 
Group to its committee, consisting of from two to ten 
members. Such advisory members, if present at a 
regular committee meeting, shall not have the right 
to vote. 
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Section 5.—Officers of Standing Committees 


The chairman of each of these committees, except 
the Committee on Public Relations, shall be nomi- 
nated and elected annually by the Council, by and 
with the approval of the House of Delegates. The 
chairman of the Committee on Public Relations shall 
be elected by said committee, subject to the approval 
and confirmation of the Council, and in the event of 
a failure to elect within sixty days after adjournment 
of the annual session the Council shall elect said 
chairman. Each of these committees shall, each year, 
except as otherwise provided in these By-Laws, at its 
first meeting or official consultation, during or fol- 
lowing the annual session elect its own secretary. 


Section 6.—Secretary-Treasurer’s Notice to 
Standing Committees 


The Secretary-Treasurer of the Association, within 
one month after the annual session, shall write the 
Committee Chairman of the preceding year, to call 
a meeting for organization and consideration of any 
business. The Secretary shall also send a copy of this 
letter to each of the other members of the committee. 


Section 7.—Annual Reports of Standing Committees 


At least sixty days prior to the annual session, each 
of these committees shall submit a written report to 
the Council on its work during the preceding year, 
the same to be printed in the Pre-Convention Bulle- 
tin as otherwise provided. 


Section 8.—Committee on Scientific Work 


The Committee on Scientific Work shall consist of 
the Secretary-Treasurer, the secretaries of the sec- 
tions on general surgery and general medicine and 
three other members to be elected by the Council, 
each of these three members to serve three years, one 
member being elected each year. The Secretary- 
Treasurer shall be chairman. 


This committee shall determine the character and 
scopé of the scientific proceedings of the Association 
for each session, and shall invite the guest speakers, 
subject to the instructions of the Council. 


At least thirty days previous to each annual ses- 
sion it shall prepare and issue a program announcing 
the order in which papers and discussions shall be 
presented. 


This committee shall have one joint session with 
the section secretaries, at a time and place to be des- 
ignated by the chairman of the committee, at least 
forty-five days prior to the annual session, to coordi- 
nate more efficiently the various activities of the 
Association at its annual session. The chairman of 
the local committee on arrangements shall be invited 
to attend this meeting. 


Section 9.—Committee on Public Policy and 
Legislation 


The Committee on Public Policy and Legislation 
shall consist of three elected members, and ex officio, 
the President and President-Elect. 


The chairman of the committee, and in his ab- 
sence, the President, shall act as chairman at the joint 
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meetings of this central state group and of auxiliary 
county groups. 


(a) Functions of the Committee. The Commit- 
tee on Public Policy and Legislation and its auxiliary 
county groups shall represent the Association in se- 
curing and enforcing legislation in the interest of 
public health and of scientific medicine, subject, how- 
ever, to the approval of the Council. 


(b) County Auxiliary Committees on Public Pol- 
icy and Legislation. Each component society shall 
appoint or elect three of its members as members of 
its auxiliary Committee on Public Policy and Legis- 
lation, designating one member as chairman; and the 
component society secretary shall send promptly the 
names and addresses to the Secretary of this Asso- 
ciation. 


(c) Work of Auxiliary County Committees. The 
Committee on Public Policy and Legislation of this 
Association, with the sanction of the Council, shall 
formulate the duties of these county auxiliary com- 
mittees and supply each member with a copy of its 
suggestions and instructions. The auxiliary commit- 
teemen shall be accountable to their component socie- 
ties and to the Council of this Association for prompt 
and continued cooperation with the Committee on 
Public Policy and Legislation of this Association. 


Section 10.—Committee on Medical Defense 


The Committee on Medical Defense, subject to the 
approval of the Council, shall prepare plans and 
establish rules for the protection of the legal rights 
of members of this Association against whom suits 
for alleged negligence have been threatened or 
brought. 

It may assist in the defense of any member sued 
for alleged negligence if the member was in good 
standing and had complied with the rules of the 
Council when the service on account of which suit 
was threatened or brought was rendered—provided 
that the committee determines that the position of the 
member merits such action. 


Section 11.—Committee on Medical Education and 
Medical Institutions 


The Committee on Medical Education and Medical 
Institutions shall serve in this State for the Council 
on Medical Education of the American Medical Asso- 
ciation. 

It shall keep in touch with the problems pertaining 
to medical education and to medical and other insti- 
tutions of training for medicine and the healing art. 


Section 12.—Committee on Hospitals, Dispensaries 
and Clinics 


The Committee on Hospitals, Dispensaries and 
Clinics shall serve in this State for the Council on 
Hospitals of the American Medical Association. 

It shall keep in touch with the problems arising in 
the fields of work of all types of hospitals, dispen- 
saries and clinics giving special attention to those 
activities that are, or tend to become, a menace to 
the best interests of scientific medicine and of the 
profession and its members. 
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Section 18.—Committee on Medical Economics 


The Committee on Medical Economics shall in- 
vestigate matters affecting the economic status of 
doctors of medicine. 


Section 14.—Committee on Associated Societies and 
Technical Groups 


The Committee on Associated Societies and Tech- 
nical Groups, subject to the instructions of the Coun- 
cil, shall endeavor to create proper liaisons between 
this Association and other state and national medical 
organizations, as well as with the organizations of 
related professions, such as dentistry, pharmacy and 
nursing. It shall also endeavor to bring about a 
proper understanding with non-medical organiza- 
tions or groups of technicians and others whose work 
has a bearing on or is related to the practice of 
medicine. 


Section 15.—Committee on History and Obituaries 


The Committee on History and Obituaries shall 
compile and prepare for the archives and for the pub- 
lications of the society suitable articles on the history 
of the Association and statements concerning de- 
ceased members. The Editor and the Secretary shall 
be members of this committee, ex officio. 


Section 16.—Committee on Industrial Practice 


The Committee on Industrial Practice shall keep 
in touch with matters and problems peculiarly con- 
nected with industrial practice. 


Section 17.—Committee on Postgraduate Activities 


The Committee on Postgraduate Activities, of 
which the Secretary-Treasurer shall be an ex officio 
member, shall use its best efforts to promote the 
postgraduate and clinical courses and instruction 
among the component county units of the Associ- 
ation. 


The supervision of such postgraduate and clinical 
courses and instruction shall be carried on through 
the central offices of the Association, the Council be- 
ing empowered to defray travel expenses of guest 
speakers and other costs incident to such work to 
such amount as in the judgment of the Council may 
be deemed proper. In the development of such post- 
graduate and clinical courses and instruction, it is 
stipulated that the component societies, through their 
constituted representatives, shall cooperate with the 
Standing Committee on Postgraduate Activities and 
shall also arrange to bear a proper proportion of 
the expense thereof of such amount as may be mu- 
tually agreed upon. 


Section 18.—Committee on Public Relations 


The Committee on Public Relations shall consist 
of the chairmen of the following committees: Public 
Policy and Legislation, Medical Economics, Associ- 
ated Societies and Technical Groups, and the Presi- 
dent and President-Elect. 

The committee shall be responsible to the Council 
and the House of Delegates for all of its activities. 
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The Council or the Executive Committee may in- 
struct the Committee on Public Relations, and out- 
line to it certain policies and duties which shall be 
executed through the Director of Public Relations. 
In the event of any disagreement between the com- 
mittee and the Council or the Executive Committee 
as to any activity or policy, the decision of the Coun- 
cil, after full discussion and hearing, shall be final. 

The committee shall make recommendations to the 
Council for approval as to the time, the place, the 
number of meetings and the budget of the Depart- 
ment of Public Relations, provided that the Secre- 
tary shall call the first meeting of the committee 
within thirty (30) days following the annual meet- 
ing of the Association. 

The Director of Public Relations shall be ap- 
pointed by the Council (after consultation with the 
Committee on Public Relations) annually at the or- 
ganization meeting of the Council. He shall serve 
at the pleasure of the Council and the Committee. 
He shall act under the supervision and instruction 
of the chairman of the committee in such matters as 
shall be approved and sanctioned by the committee, 
and be responsible to the committee. 

The Council shall arrange with the general coun- 
sel to give the committee all legal aid. 

The committee shall annually at its first meeting 
elect its own chairman, subject to the approval and 
confirmation of the Council. The Secretary of the 
Association shall be ex officio secretary. A majority 
of the committee shall constitute a quorum. 


Section 19.—Department of Public Relations 


The Department of Public Relations shall consist 
of the following component standing and special 
committees of the Association, viz: The Committee 
on Public Policy and Legislation; the Committee on 
Medical Economics; the Committee on Hospitals, 
Dispensaries and Clinics; the Committee on Health 
and Public Instruction; the Committee on Member- 
ship and Organization; the Committee on Industrial 
Practice; the Committee on Postgraduate Activities: 
the Committee on Medical Defense and the Cancer 
Commission. 


Section 20.—Publication of Committee Reports in 
Pre-Convention bulletin 

Reports of the standing and special committees, 
as approved, deleted or modified by the Council, shall 
be published in a pre-convention bulletin or in the 
official journal of the month preceding the date of 
the annual session of the Association. Such reports 
must be in the hands of the Secretary-Treasurer at 
least sixty days in advance of the annual session. 

If a committee fails to send in its report in proper 
time, the name of the committee and the names of 
its members shall be printed as above indicated, w'th 
a statement that the committee failed to send in its 
report, and the Council, subject to the approval of 
the House of Delegates, shall be empowered under 
such conditions to make such changes in the person- 
nel of the committee as in its judgment may be 
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Section 21.—Additional Committees 


The House of Delegates and the Council are auth- 
orized and empowered to appoint special commit- 
tees, with special instructions as to work to be under- 
taken, whenever it is deemed impractical or improper 
for the contemplated duties to be performed by a 
standing committee. 


Section 22.—Physicians’ Benevolence Committee 


The Physicians’ Benevolence Committee shall con- 
sist of three (3) members whose appointments and 
terms of office shall be as provided in Section 2 of 
this Chapter. 

The Committee shall be responsible to the Council 
and the House of Delegates for all of its activities. 

The committee shall administer those funds, of 
this Association, hereinafter designated as compris- 
ing the Physicians’ Benevolence Fund. 

The committee’s administration of said fund shall 
be subject to the provisions of this section. 


(a) The funds which may from time to time be 
allocated to it, from the general funds of the Asso- 
ciation, by the Council, are the funds for this com- 
mittee. 

(b) All bequests, voluntary contributions, and do- 
nations, from any source whatever, that may be re- 
ceived by this Association for the express and im- 
plied purpose of aiding needy members, and 

(c) All other funds from whatever source derived, 
except Accounts Receivable, payments for indebted- 
ness to this Association, Dues and Assessments r>- 
ceived by this Association, which the payer, donor, 
or other person transferring the funds, expresses the 
intent that such funds shall be for aid to needy 
members. 

Funds contained in the Physicians’ Benevolence 
Fund may from time to time be disbursed by the 
Physicians’ Benevolence Committee. 


CHAPTER VI.—POWERS AND DUTIES OF 
OFFICERS 


Section 1.—Duties of the President 


The President shall preside at all meetings of the 
Association. 

He shall appoint all committees not otherwise pro- 
vided for; he shall deliver an address at the annual 
session at such time as may be arranged, and shall 
perform such other duties as custom and parliamen- 
tary usage may require, or as the House of Delegates 
or:‘the Council may direct. 

He shall be the real head of the profession of the 
State during his term of office, and, as far as prac- 
ticable, shall visit, by appointment, the various sec- 
tions of the State and assist the Councilors in build- 
ing up the component societies, and in making their 
work more practical and useful. The Council shall 
decide what portion of the expenses incurred on his 
official visits shall be paid by the Association. 

He shall be ex officio a member of all committees of 


the Association. 
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Section 2.—Vacancy in Offices of President and 
President-Elect; How Filled 
In case of vacancy in the offices of both President 
and President-Elect, the chairman of the Council 
shall act as the Acting President until a President is 
elected at the next annual session of the House of 
Delegates. 


Section 3.—-Duties of the Secretary-Treasurer, 

Executive Secretary and Field Representatives 

The duties of the Executive Secretary and Field 
Representatives may be such as are delegated to them 
by the Council of the California Medical Association, 
and may be any and all duties as are specified under 
the various provisions of this section. 

(a) Minutes. The Secretary-Treasurer (who may 
also be referred to as Secretary or Treasurer) shall 
attend the General Meetings of the Association, the 
meetings of the House of Delegates, of the Council 
and of the Executive Committee, and shall keep min- 
utes of their respective proceedings in separate rec- 
ord books. 

(b) Custodian of Records. He shall be custodian 
of all record*books and papers belonging to the As- 
sociation. He shall have the custody of the seal of 
the Association. 

(c) Contracts. He shall countersign all contracts, 
agreements, conveyances, transfers or other instru- 
ments to which the Association is a party, the execu- 
tion of which has been authorized by the House of 
Delegates or Council. 

(d) Checks. The Secretary-Treasurer shall sign 
and issue checks or drafts only upon vouchers ap- 
proved and signed by at least two of the members of 
the Auditing Committee or as otherwise provided. 

(e) Advertisements in Association Publications. 
The Secretary-Treasurer, subject to instructions by 
the Council, shall carefully examine, approve, modify 
or reject all material for advertising in any of the 
publications of the Association, and shall, in all cases 
of doubt, refer such proposed advertisements to the 
Executive Committee or the Council for decision. 
He shall, with the approval of the Council or the 
Executive Committee, execute, for the Association, 
written contracts relating to advertising in the form 
approved by the Council, subject to instructions by 
the Council. 

(f) Registrar at Annual Sessions. He shall pro- 
vide for the registration of the members and dele- 
gates at the Annual Session. 

(g) Index Register of California Medical Licen- 
tiates. He shall, with the cooperation of the secre- 


taries of the component societies, keep a card-index, 


register of all the licensed practitioners of the State 
by counties, noting the status of each in relation to 
his component society; and shall transmit a copy of 
this list to the American Medical Association, trans- 
mitting to its secretary each month a report contain- 
ing the names of new members and the names of 
those dropped from the membership roster during the 
preceding month. 

(h) Register of Component Societies, Their Mem- 
bers and Officers. He shall keep a register of all com- 
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ponent societies, their respective officers, and of all 
members of the Association, with their addresses, 
and shall compile an annual directory of the same. 
He shall print in the January or February issue of 
the official journal the number of active members of 
each component society as of November Ist of the 
preceding year. 

(i) Notices. He shall give all notices required by 
the Constitution and By-Laws of this Association, or 
by order of the Council, or of the Executive Com- 
mittee, or by law. 

(j) Correspondence and Notifications to Com- 
mittees. He shall conduct the official correspondence, 
promptly notifying members of meetings, officers of 
their election, and committees of their appointment 
and duties, as outlined in the motions creating such 
committees. Such notifications shall be made in 
writing. 

(k) Assistants. He shall employ and dispense 
with such assistants as may be ordered by the Coun- 
cil. The Council by resolution may outline the scope 
and duties of special employees acting under the Sec- 
retary-Treasurer. 

(1) Annual and Other Report Forms. He shall 
supply all component societies with the necessary 
forms for making their annual and other reports to 
this Association. 

(m) Salary. The amount of his salary shall be 
fixed by the Council. 

(n) Bond. He shall give bond in such sum as may 
be fixed by the Council. The Association shall pay 
the premium on the said bond. 

(o) Duties as Treasurer. He shall as Treasurer 
demand and receive all funds due the Association, 
together with bequests and donations, and shall 
promptly deposit the same in one of the depositaries 
thereof; and shall keep a proper and accurate record 
thereof, as well as of all funds disbursed by the 
Association. 

(p) Audits and Reports. He shall subject his ac- 
counts to such examination or audit as the House 
of Delegates or Council may order. 

He shall annually render an account of his work, 
and of the state of the funds in his hands, and make 
a report on the same and of his work as Secretary- 
Treasurer to the House of Delegates. He shall in writ- 
ing also make such other reports as the House of 
Delegates or Council may request. 

(q) Disbursement of Association Moneys. He 
shall pay out the money of the Association only 
upon a check or draft as otherwise provided herein. 

(r) Other Duties. He shall perform such other 


duties as the Council or Executive Committee may 
direct. 


Section 4.—Duties and Powers of the Chairman of 
the Council 


The Chairman of the Council shall preside at all 
meetings of the Council. He shall sign all contracts 
and agreements, conveyances, transfers or other in- 
struments (other than advertising cbdntracts) to 
which the Association is a party, the execution of 
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which has been authorized by the House of Delegates 
or the Council. He shall sign all checks or drafts for 
the disbursement of funds of the Association. He 
shall, on behalf of the Council, deliver its annual re- 
port to the House of Delegates. He shall perform 
such other duties as may be imposed upon him by 
the Constitution or these By-Laws. 


Section 5.—Duties of Vice-Chairman of the Council 


The Vice-Chairman of the-Council, in the absence 
or inability of the Chairman to act, shall be vested 
with all the powers and shall perform all the duties 
of the Chairman. 


Section 6.—Duties and Powers of the Speaker 


The Speaker of the House of Delegates shall pre- 
side at its meetings and shall perform such other du- 
ties as parliamentary usage may require. He shall 
appoint all committees authorized by the House of 
Delegates, unless otherwise provided. He shall be 
ex officio a member of the Council. 


Section 7.—Duties of Vice-Speaker 


The Vice-Speaker shall act as Speaker in the ab- 
sence of or at the request of the Speaker. 


Section 8.—Duties of the Editor 
The Editor and Associate Editor or Editors shall 


compile, edit and have charge of the official journal 
of the Association and such other publications as the 
Council or the House of Delegates may instruct him 
to undertake. 


CHAPTER VII.—SESSIONS AND MEETINGS 
Section 1.—Addresses at Annual Session 


- At the General Meetings, at such times as may have 
been arranged, shall be delivered the annual address 
of the President and, with the sanction of the Council, 
such other addresses and reports as may be deemed 
desirable. 


, 
Section 2.—Time Length of Papers 


No address or paper, except that of the President, 
and such other addresses and reports as may be 
deemed desirable by the Council, shall occupy more 
than twenty minutes in delivery. 


Section 3.—Time Length of Discussions 


No member, except by unanimous consent, shall 
speak more than once in the discussion of any paper 
nor longer than five minutes at any one time. 

This by-law shall be printed on all programs of 
general and section meetings. 


Section 4.—Scientific Papers Property of 
Association 

All papers read before this Association shall be its 
property. 

Each paper, when it has been read, shall be de- 
posited with the secretary of the section, by him to be 
promptly turned over to the Secretary of the Asso- 
ciation. 
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Section 5.—Scientific Papers Not to Be Published 
Elsewhere 


Authors of papers read before this Association 
shall not cause them to be published elsewhere except 
with the consent of the Committee on Publications. 


Section 6.—All Meetings of Same Session Shall Be 
in Same Locality 


The general meetings of the Association, the meet- 
ings of the House of Delegates, and the meetings of 
the Scientific Assembly and its sections at any session 
shall be held in the State of California at the same 
locality and in buildings as convenient of access, one 
to the other, as may be possible. 


CHAPTER VIII.—ELECTION OF OFFICERS: 
TERMS 


Section 1 eS ae and How 
Elected: Term of Office 

The House of Delegates at the regular annual ses- 
sion thereof shall elect the President-Elect to serve 
until the adjournment of the final meeting of the 
House of Delegates at its next regular annual ses- 
sion. At the conclusion of the final meeting of the 
House of Delegates at its next regular annual ses- 
sion, such President-Elect shall assume the office of 
President, and serve as such for the term of one year 
thereafter, or until his successor -assumes office. 


Section 2.—Speaker and Vice-Speaker of House— 
When Elected: Term of Office 

The House of Delegates shall at the regular annual 
session thereof elect a Speaker of the House of Dele- 
gates and a Vice-Speaker of the House of Delegates, 
each to serve for the term of one year, or until their 
successors are elected and assume office. The Speaker 
and Vice-Speaker shall be members of the House of 


Delegates at the time of their election. 


Section 3.—Councilors to Be Elected in Different 
Years 


Five Councilors shall be elected each year. 


Section 4.—Council Appointments to Fill Vacancies 
in Office 


The Council by appointment shall fill any vacancy 
in office not otherwise provided for in this Constitu- 
tion or the By-Laws, which occurs during the interval 
between the annual sessions of the House of Dele- 
gates. Such appointee shall serve until the next an- 
nual session or until his successor has been elected 
and has assumed office. 


Section 5.—Officers Elected by House of Delegates 


Those officers who under the Constitution are 
elected by the House of Delegates shall be elected 
at the second meeting of the House at the regular 
annual session thereof. 


Section 6.—Election of District Councilors 


At least twenty-four hours prior to the second 
meeting at each regular session of the House of Dele- 
gates the delegates from those districts in which 
Councilor vacancies are about to occur shall sepa- 
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rately meet, and in each district the delegates shall 
elect a chairman and a secretary. At such caucus 
the delegates in each district shall by nomination, 
secret ballot and majority vote of the delegates pres- 
ent elect a district Councilor from such district to 
serve for the ensuing term. The chairman of the 
district delegation shall then report at the second 
meeting of the House of Delegates the results of the 
election, and when such report is made the member 
elected shall thereupon assume office as a district 
Councilor. The time and place of the caucus of each 
district delegation shall, in the absence of unanimous 
written consent by the delegates from the district fix- 
ing time and place, be fixed by the Speaker and an- 
nounced at the first meeting of the House of Dele- 
gates at each regular session. In the event that at any 
district caucus no person receives a majority vote 
for district Councilor, the chairman of the caucus 
shall report such fact at the second meeting of the 
House of Delegates and shall also report the names 
of all nominees submitted to the caucus, whereupon 
the House of Delegates shall proceed to elect from 
such nominees the district Councilor from such dis- 
trict. 


Section 7.—Election of Chairman and Vice-Chairman 
of Council; Employment of Secretary-Treasurer, 
Assistant Secretaries, Editor and Associate 
Editors 


The Council, at the organization meeting thereof, 
shall elect a Chairman and a Vice-Chairman, each to 
serve for the term of one year. It shall also employ 
a Secretary-Treasurer and an Editor, and, in its dis- 
cretion, one or more Assistant Secretaries or Associ- 
ate Editors. The terms of their employment shall be 
such as are satisfactory to the Council, provided, 
however, that no contract of employment shall, by 
its terms, exceed a period of three (3) years from 
the date of the organization meeting at which such 
contract is authorized. 


Section 8.—Qualifications of Secretary-Treasurer 

and Editor 

No person shall be eligible to the office of Secre- 

tary-Treasurer or Editor or Associate Editor who 

does not hold the degree of Doctor of Medicine, but 

membership in this Association shall not be a neces- 

sary qualification for the offices of Secretary-Treas- 
urer, Editor or Associate Editor. 


Section 9.—Election by Ballot; Number of Votes 
Necessary 


Allelections of officers shall be by ballot; provided, 
that by a two-thirds vote of the members present 
and acting election by ballot may be waived. 

A majority of the votes cast shall be necessary to 
elect any officer, except delegates and alternates to 
the American Medical Association. 

In case no nominee receives a majority of the votes 
on the first ballot, the nominee receiving the lowest 
number of votes shall be dropped and a new ballot 
taken. This procedure shall be continued until one 
of the nominees receives a majority of all the votes 
cast, when he shall be declared elected. 
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Section 10.—Election of Delegates and Alternates to 
A.M.A. 


In case no nominee for delegate or alternate to the 
House of Delegates of the American Medical Associa- 
tion receives a majority of the votes cast on the first 
ballot, the nominee receiving the highest number of 
votes cast shall be declared elected. In case of a tie 
vote, the tie shall be determined by lot. A separate 
election shall be held to fill each vacancy, and an 
alternate shall be specifically elected for each dele- 
gate. 


Section 11.—When Terms of Office of Speaker, 
Vice-Speaker and Councilors Begin 

The terms of office of the Speaker and Vice-Speaker 
of the House of Delegates (which terms are herein 
generally stated to be one year) and the terms of 
office of the Councilors (which terms are herein gen- 
erally stated to be three years) shall commence im- 
mediately upon the adjournment of the last meeting 
of the House of Delegates of the regular annual ses- 
sion of the Association at which such officers are 
elected, and shall continue up to the adjournment of 
the last meeting of the House of Delegates at the an- 
nual session of the Association of the year in which 
the term of office ends. 


Section 12.—Officers to Hold Office Until Successors 
Are Elected and Assume Office 


Every officer shall hold office until his successor 
has been elected and has assumed office either in per- 
son or by announcement. 


CHAPTER IX.—SCIENTIFIC SECTIONS 
Section 1. 


(a) Division of Scientific Work. The scientific 
work of the Association shall be divided into sci- 
entific sections, as follows: General Medicine; 
General Surgery; Pediatrics; Eye, Ear, Nose and 
Throat; Urology; Anesthesiology; Obstetrics and 
Gynecology; Radiology; Industrial Medicine and 
Surgery; Pathology and Bacteriology; Dermatology 
and Syphilology; Neuropsychiatry; General Prac- 
tice; Public Health; and Allergy. 

(b) Additional Scientific Sections; How Auth- 
orized. Additional scientific sections or regrouping 
of existing scientific sections can through proper 
resolution be authorized by the House of Delegates. 

(c) Rules of Procedure of Scientific Sections. 
Each scientific section shall adopt rules of procedure 
for its own better government and work. Its officers 
shall be responsible for the proper keeping of records 
of scientific and business meetings. 

(d) Officers of Sections. The members of each 
section shall at the regular annual session of the 
Association elect a chairman and a secretary to 
serve for the term of one year. 

(e) Program. Each of the sections shall present 
a scientific program at the annual session of the 
Association, and its officers shall be responsible for 
the proper preparation of the same, and for the 
proper cooperation with other scientific sections dur- 
ing the annual meeting. 
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CHAPTER X.—FUNDS, PROPERTY AND 
ASSESSMENTS 


Section 1.—Reduction of Dues 


The House of Delegates may reduce annual dues 
of active members, as follows: 


(a) Those active members who have been in the 
practice of medicine for less than one year (on the 
first day of the calendar year for which such dues 
are payable), may be reduced to one-fourth regular 
dues; 


(b) Those active members who have been in the 
practice of medicine for less than two years (on the 
first day of the calendar year for which such dues 
are payable), may be reduced to one-half regular 
dues; 


(c) Those active members who have been in the 
practice of medicine for less than three years (on 
the first day of the calendar year for which such 
dues are payable), may be reduced to three-fourths 
regular dues. 


Dues payable by associate members shall be uni- 
form and equal but may be set at not less than one- 
half the regular dues for active members. 


Section 2.—Annual Dues and Assessments 


(a) When Payable. The annual assessment or 
dues shall be payable on or before January 1 of the 
year for which they are levied. 


(b) County Secretaries to Collect Dues. The 
secretary of each component society shall cause to 
be collected and shall forward to the office of the 
Association the dues and assessments for its members. 


(c) Record of Fact of Payment of Dues. The rec- 
ord of payment of dues and assessments on file in the 
office of the Association shall be final as to the fact of 
payment by a member and as to his right to partici- 
pate in the business and proceedings of the Associa- 
tion and of the House of Delegates. 


(d) Dues of New Members; Amount Payable. 
All doctors of medicine becoming active members of 
this Association under the provisions of Section 1 of 
Chapter II of these By-Laws shall, as provided in 
Section 1 of Chapter II, pay to this Association the 
annual dues payable by active members for the period 
for which membership is obtained, except that the 
Council may, in its discretion, with respect to all new 
members who acquire membership after July 1 in 
each year, require payment of only one-half of the 
annual dues for said year. Such payment shall entitle 
such new member to all the rights of active member- 
ship in this Association until the end of the current 
calendar year. 


Section 3.—Bequests, Legacies, Donations and Gifts 


The Association may receive through the Council 
or for the benefit of the Association through any 
corporation which may be formed pursuant to the 
Constitution, such bequests, legacies, donations and 
gifts as the Council shall deem it proper and suit- 
able to accept. 
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Section 4.—Funds and Moneys; Deposit and 
Withdrawal 

All funds and moneys of the Association by whom- 
soever received shall be promptly forwarded to the 
Secretary-Treasurer of the As:oviation and deposited 
by him in a depositary of the Association. 

No demands or claims against ihe Association shall 
be paid and no funds or moneys of the Association 
withdrawn from any depositary thereof except upon 
written voucher approved by the signature of at least 
two members of the Auditing Committee or by a ma- 
jority vote or written approval of a majority of all 
the members of the Executive Committee on check 
or draft signed by any two of the following: the 
Chairman of the Council; the Vice-Chairman of the 
Council (only in the absence of the Chairman) ; 
Chairman of the Auditing Committee; the Secretary- 
Treasurer. 


Section 5.—Revolving Fund 


A revolving fund in such amount as may from time 
to time be fixed by the Council shall be deposited 
with the Secretary-Treasurer from which fund imme- 
diate cash demands may be paid. 


Section 6.—Surplus Funds From Journal and 
Publications 

On authorization therefor by the House of Dele- 
gates or the Council, any surplus funds arising from 
the operation of the official journal or other publica- 
tions of the Association may be applied and used 
for any purposes deemed suitable or may be delivered 
and paid over to any corporation which may be 
formed pursuant to 
Constitution. 


Section 7.—Contingency Fund 


The contingency fund in the annual budget may 
not be in excess of twenty-five (25) per cent of the 
total amount of the approved budget. 


CHAPTER XI.—REFERENDUM AND PETITION 


Section 1.—Reference of Resolutions to Vote of 
Members \ 

The House of Delegates may at any time, by a ma- 
jority vote of those present, refer any resolution or 
motion pending before it to all of the active members 
of the Association for their vote for or against such 
resolution or motion. The Council may, by a two- 
thirds vote of all of its members and at any time 
within thirty (30) days after action was taken, refer 
any resolution or motion adopted by the House of 
Delegates to all of the active members of the Asso- 
ciation for their vote for or against such resolution 
or motion. In addition, the Council may at any time, 
by a two-thirds vote of all of its members, submit any 
resolution or motion pending before it to all of the 
active members of the Association for their vote for 
or against such resolution or motion. 


Section 2.—Form of Referendum: Arguments 


The body referring any resolution or motion to 
the active members of the Association may, in the 
motion of reference, determine the form of the ques- 
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tion to be submitted. In the event the motion of ref- 
erence does not determine the form of the question 
to be submitted, then the form thereof shall be fixed 
and determined by the Council. Written arguments 
for and against the resolution or motion, not exceed- 
ing 1000 words each, may be submitted by any mem- 
ber of the Association to the presiding officer of the 
referring body within fifteen (15) days of the vote 
of reference. Such presiding officer may choose one 
argument on each side and same shall then be printed 
and mailed with the ballots. 


Section 3.—Manner of Voting; Time of Voting; 
Canvass 

All references to the membership under this article 
shall be by mail ballot. The time within which each 
member shall cast his vote may be fixed in the motion 
of reference, and if not so fixed shall be fifteen days 
from the date of mailing ballots. Each vote must be 
in writing and the same must be placed in a sealed 
envelope bearing on the corner thereof the name of 
the voter. The envelope shall be mailed or delivered 
to the Secretary’s office. The canvass thereof shall 
be made by a committee on referendums to be ap- 
pointed, in the case of reference by the House of 
Delegates by the Speaker of the House, and in the 
case of reference by the Council by the Chairman 
of the Council. The Secretary shall deliver to such 
committee all ballots timely received, and the com- 
mittee shall canvass the vote and report the results 


thereof immediately to the Secretary. 


Section 4.—Effect of Referendum 


To be considered adopted, any resolution or mo- 
tion submitted to the membership by referendum 
shall require the same proportionate affirmative vote 
that such resolution or motion would have required 
to be adopted by the body (House of Delegates or 
Council) from which such resolution or motion was 
referred. Any resolution or motion submitted to a 
referendum and adopted shall have the same force 
and effect as though adopted in the body from which 
it was referred, and shall be considered as having 
been so adopted by such body. 


Section 5.—Petitions 


Any 100 active members or any component society 
may petition the House of Delegates or Council on 
any matter and such petition must thereupon be 
heard and considered at the next ensuing regular 
meeting of such body. 


CHAPTER XII.—MISCELLANEOUS 
Section 1.—Ethics 

The principles of medical ethics as promulgated 
from time to time by the American Medical Associa- 
tion and by the California Medical Association are 
and shall be the principles of medical ethics of this 
Association and the component societies thereof, 
and shall regulate and govern all members thereof. 

Interpretation of ethics about which any contro- 
versy may arise or exist shall be submitted to the 
Council of this Association, and its interpretation 
and ruling thereon shall be final. 
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Section 2.—Rules of Order 


In the absence of any provision in the Constitution 
or these By-Laws, all meetings of the Association, of 
the House of Delegates, of the Council, and of com- 
mittees shall be governed by the parliamentary rules 
and usages contained in the current edition of Rob- 
erts’ “Rules of Order.” 


CHAPTER XIIIl.—AMENDMENTS 
Section 1.—Amendments—Vote and Procedure 


These By-Laws may be amended by the House of 
Delegates at any meeting of any session thereof by 
the affirmative vote of at least two-thirds of the 
qualified members thereof present and acting; pro- 
vided, that any proposed amendment has been sub- 
mitted in writing to the House of Delegates at least 
twenty-four hours previous to being voted upon. 


CHAPTER XIV.—CORPORATIONS 


To further aid in carrying out the objects of the 
Association the House of Delegates, at any meeting at 
any regular or special session thereof, may by a two- 
thirds vote of the membership thereof present and 
acting, authorize, empower and direct the Council to 
cause the formation and organization of one or more 
corporations under the laws of the State of California 
with such incorporators, name, purposes, county 
where the principal office for the transaction of busi- 
ness is to be located, first directors, the total number 
of shares, classes of shares, par value of any shares 
having par value, statement of the provisions, privi- 
leges and restrictions granted or imposed upon the 
respective classes of shares, or if the corporation be 
formed without capital stock, the authorized number 
and qualifications of its members, the different 
classes of members, if any, the property, voting and 
other rights of each class of members and the liabil- 
ity of each and all classes, to dues or assessments, 
and with such further provisions in the articles of in- 
corporation thereof and with such by-laws as the 
Council shall prescribe, fix arid determine; and the 
House of Delegates at any meeting of any regular or 
special session thereof may by a vote of two-thirds of 
the members thereof present and acting, authorize, 
empower and direct the Council to grant, assign, 
transfer, convey or deliver or cause to be granted, 
assigned, transferred, conveyed or delivered to any 
of such corporations upon the formation thereof or to 
applicants for health and accident or other insurance 
in or from any of said corporations at or prior to 
the formation thereof without any consideration 
therefor, such funds and property, real or personal, 
of this Association as the House of Delegates shall 
from time to time authorize or ratify. 


CHAPTER XV.—REPEAL OF ALL EXISTING 
BY-LAWS 
Section 1.—Repeal of Existing By-Laws 


All chapters and all sections and parts of all chap- 
ters of the existing By-Laws of this Association are 
hereby repealed. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 355th Meeting of the 
Council, August 21-22, 1948. 


The meeting was called to order by Chairman 
Bruck in Room 210, Sir Francis Drake Hotel, San 
Francisco, at 10 a.m., Saturday, August 21, 1948. 


Roll Call: 


Present were President Askey, President-elect 
Kneeshaw, Speaker Alesen, Vice-Speaker Charnock, 
Councilors Ball, Crane, Henderson, Anderson, Ray, 
Bruck, Lum, Pollock, Green, Cherry, MacLean, Hoff- 
man, Shipman, Bailey and Thompson, Secretary- 
Treasurer Garland and Editor Wilbur. A quorum 
present and acting. 


Present by invitation were Legal Counsel Hassard, 
Executive Secretary Hunton, Assistant Executive 
Secretary Wheeler, Field Secretary Clancy, Public 
Relations Counsel Whitaker, county society executive 
secretaries Waterson of Alameda County, Donovan 
of Santa Clara County, and Kihm of San Francisco 
County, and Ben H. Read, Executive Secretary of 
the Public Health League of California. 


Present by invitation during portions of the meet- 
ing were Dr. Malcolm Merrill of the State Depart- 
ment of Public Health, Dr. Forrest G. Bell of the 
Veterans Administration, Dr. Robertson Ward, presi- 
dent of the San Francisco County Medical Society 
and C.M.A. Delegate to the A.M.A.; Dr. John Upton, 
chairman of the C.M.A. Blood Bank Commission; 
Dr. Carroll B. Andrews, director of postgraduate ac- 
tivities; Dr. C. L. Cooley, Secretary, and William M. 
Bowman, executive director of California Physicians’ 
Service, and the Hon. Sam L. Collins, Speaker of the 
Assembly of the California State Legislature. 


l. Minutes: 


(a) On motion duly made and seconded, minutes 
of the 354th meeting of the Council, held June 5-6, 
1948, were approved. 


(b) On motion duly made and seconded, minutes 
of the 210th meeting of the Executive Committee, 
held July 21, 1948, were approved. 


2. Membership: 


(a) A report of membership as of August 20, 
1948, showing 8,997 paid and 532 delinquent mem- 
bers, was received. 


(b) On motion duly made and seconded, two 
members whose 1947 dues had been received since 
June 5, 1948, were voted reinstatement as active 
members. 


(c) On motion duly made and seconded, 55 mem- 
bers whose 1948 dues had been received since June 
5, 1948, were voted reinstatement as active members. 


(d) On motion duly made and seconded in each 
case, three applicants for Associate Membership were 
voted membership as Associate Members. They 
were: 
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J. B. Askew, San Diego County. 
Robert P. Quirmbach, Santa Clara County. 
Judith T. Garber, Ventura County. 


(e) On motion duly made and seconded in each 
case, three applicants were voted membership as Re- 
tired Members. They were: 


Chester F. Johnson, Alameda County. 
Stanley H. Mentzer, San Francisco County. 
Deon A. Crew, San Luis Obispo County. 


(f) On motion duly made and seconded in each 
instance, three applicants were voted membership as 


Life Members. They were: 


William H. Barnes, Alameda County. 
J. Emit Cox, Fresno County. 
C. H. Montgomery, Los Angeles County. 


(g) The committee appointed at the last previous 
Council meeting to prepare rules for the reduction of 
dues in special cases (Kneeshaw, chairman; Char- 
nock, Anderson) presented its report, which, after 
discussion, was regularly moved for adoption, sec- 
onded and favorably voted. This report provides: 


(Legal counsel preparing specific language, for ap- 
proval by committee members and subsequent Coun- 
cil approval. ) 


(h) The Executive Secretary reported that a can- 
vass of the component county societies had not pro- 
duced any members eligible for presentation of an 
emblem to honor such members for fifty years of 
membership. A sample emblem was exhibited but no 
action taken. 


3. Financial: 


(a) A report of bank balances as of August 20, 
1948, was received and ordered filed. 


(b) A balance sheet as of July 31, 1948, was re- 
ceived and ordered filed. 


(c) A report of income and expenditures for 
July, 1948, first month of the current fiscal year, was 
received and ordered filed. 


(d) The Executive Secretary reportell that, act- 
ing on previous instructions from the Trustees of the 
California Medical Association, he had purchased 
$10,000 par value U.S. Treasury 214 per cent bonds, 
maturing 1967-72. 


(e) The Council committee on investment of 
funds (Kneeshaw, Ray) recommended that current 
surplus funds of the Association be invested in 91-day 
U. S. Treasury bills on a monthly revolving fund 
basis which would make needed cash available each 
month and permit the earning of a little less than 1 
per cent per annum on invested funds. On motion 
duly made and seconded, this report was accepted 
and the Secretary-Treasurer authorized to purchase 


such bills. 


4. Constitution and By-Laws: 


The Chairman reported that numerous suggestions 
had been made for the membership of a committee 
to review the Association’s Constitution and By- 
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Laws, as directed by the 1948 House of Delegates. 
He listed a number of names which had been pro- 
posed and, after discussion and with the consent of 
the Council, named the following as members of this 
Committee: Sam J. McClendon of San Diego, chair- 
man; Carl L. Mulfinger and Richard O. Bullis of Los 
Angeles, Leslie Magoon of Santa Clara County and 
John W. Cline of San Francisco County. 


5. State Department of Public Health: 


(a) Dr. Bruck reported on a mailing he had 
made as part of a survey of the needs for caring for 
chronic illnesses and a similar mailing sent by others 
to county health officers, in which he believed leading 


questions were asked. Returns from these mailings - 


are not yet complete but will be presented to a meet- 
ing of the State Department of Public Health’s com- 
mittee to study chronic diseases at a meeting sched- 
uled for September 13-14. Dr. Bruck is a member 
of this committee. 


(b) Dr. Malcolm Merrill, representing Dr. Wil- 
ton L. Halverson, State Director of Public Health, 
reported that special studies are being made on dia- 
betes, heart disease and chronic alcoholism, the re- 
sults to be presented at the meeting of the committee 
on chronic diseases. 


He also stated that the State Department of Public 
Health has secured the services of a physician to co- 
operate with the blook banks, laboratories, etc., 
throughout the state on the technical aspects of blood 
banking, particularly as to grouping and typing. 

Dr. Merrill summarized the present situation in 
poliomyelitis, pointing out that 1948 appears to be 
headed toward becoming the second worst year in the 
state’s history in number of polio cases. There is a 
leveling off at present, which should presage a break 
in the polio situation in October or November. 


(c) Dr. Askey reported that Doctors Cullen Ward 
Irish, Chairman; Hall G. Holder, Malcolm H. Mer- 
rill, George H. Houck and John Martin Askey had 
been appointed as members of the C.M.A. special 
committee on alcoholism and asked the Council to 
determine the scope of the committee’s studies. It was 
agreed that the first objective of this committee 
should be to study and correlate the activities of vari- 
ous agencies in the state which are already at work on 
this problem. 


(d) A letter from a member was read in which 
he complained of the manner in which he had been 
subpoenaed to appear in a court action, the subpoena 
being served by a representative of the State Depart- 
ment of Public Health. He criticized the manner in 
which this matter was handled, particularly as to the 
inconvenience caused him and the fact that no provi- 
sion had been made for meeting his travel expenses. 
Legal counsel pointed out that this was a criminal 
case and that the subpoena originated with the dis- 
trict attorney of the county involved and not with 
the State Department of Public Health. It was agreed 
that assistance should be given by legal counsel in 
attempting to secure reimbursement for the member’s 
expenses in answering this subpoena. 
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6. California Physicians’ Service: 


(a) Dr. C. L. Cooley, Secretary of California 
Physicians’ Service, reported that C.P.S. has adopted 
stricter underwriting provisions which have tended to 
slow down its sales program and worked toward im- 
proving the servicing provisions of its present pro- 
gram, with results which are highly satisfactory to 
the Board of Trustees. Complete authority has been 
granted to Dr. William L. Bender, chairman of the fee 
schedule committee, to work for a revision of the 
present fee schedule and a new schedule is expected in 
the near future. Changes are being made in one of 
the service forms (Form 9) so that the beneficiary 
member will hereafter certify to his income being be- 
low the income ceiling. 

Mr. William M. Bowman, executive director of 
C.P.S., distributed financial statements covering 
C.P.S. operations for the four months ended July 31, 
1948, and a balance sheet as of July 31. Operations 
for this period showed a gain of $216,297 in the 
stabilization fund reserve, bringing the balance at 
July 31, 1948, to $401,585. Copies of these reports 
are to be furnished to members of the Council regu- 
larly, as well as to county societies to be read at next 
regular meeting of societies. 

(b) Mr. Hunton reported that letters had been 
sent to approximately 125 hospitals asking their co- 
operation with C.P.S. in the matter of accepting pro- 
rated fees for radiological and pathological work 
and that only two replies had been received, both de- 
clining to accept anything less than their standard 
fees. It was advised that copies be sent to the re- 
gional hospital conferences, with a renewed request 
for cooperation. 


7. Hospitals: 


(a) Mr. Hassard reviewed the opinion issued by 
the State Attorney General which held that hospitals 
employing professional personnel and billing pa- 
tients for their services without tegard to the emolu- 
ments paid the professional staff were violating the 
corporate practice sections of the medical practice 
act. The Association of California Hospitals has in- 
structed its legal counsel to work with Mr. Hassard in 
preparing forms of specimen contracts to cover the 
working arrangements of radiologists, pathologists 
and other physicians who may be affected by this 
ruling. On motion duly made and seconded, Mr. 
Hassard was voted authority to proceed in working 
with legal counsel for the hospitals in drafting the 
proposed specimen contracts. 

(b) Dr. Bruck presented a hospital survey made 
in Contra Costa County and a series of questions 
asked by officers of the Contra Costa County Med- 
ical Society. It was regularly moved, seconded and 
voted to refer this matter to the standing Committee 
on Hospitals, Dispensaries & Clinics and to notify 
the county society and Dr. George Degnan to that 
effect. 


8. Veterans’ Administration: 


Dr. Forrest G. Bell, deputy regional medical di- 
rector of the Veterans’ Administration, appeared be- 
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fore the Council by invitation. He stated that re- 
gional diagnostic clinics were proposed to be estab- 
lished in order to give patients comparable facili- 
ties to those in V.A. hospitals. San Diego has been 
selected as a pilot in this program; local physicians 
are to be employed on a part-time basis, at $25 for 
a two-hour period of duty, or $50 for shorter periods 
for specialists. He stated that the Veterans’ Admin- 
istration has no intention of decreasing the out-pa- 
tient care. program now being carried on under the 
V.A.-C.P.S. contract; the V.A. budget, he said, calls 
for 25 per cent of all pension examinations to be car- 
ried on outside V.A. hospitals and 75 per cent of all 
payments for medical services to be made to private 
physicians. 

In response to questions, Dr. Bell stated that in no 
event were non-service connected disabilities entitled 
to care in regional offices; also, that the Veterans’ 
Administration in the Branch 12 area has 3,000 of its 
cases being cared for in Army and Navy hospitals 
under contract arrangements. 

Following Dr. Bell’s retirement, Doctors Knee- 
shaw, Thompson and the secretary were appointed a 
committee to draw up proposed resolutions on the 
subjects of regional clinics and the contracting for 
care for V.A. patients. Upon presentation and after 
discussion, the following two resolutions were regu- 
larly moved for adoption, seconded and unanimously 
approved: 


COUNCIL RESOLUTION ON VETERANS ADMINISTRATION 
CLINICS 


Whereas, The provision of the best type of medical 
care to all veterans with service-connected disabili- 
ties is a prime interest of the medical profession, and 

Whereas, The Council of the C.M.A. sincerely be- 
lieves that such care may best be provided under con- 
ditions as nearly as possible identical with those ob- 
taining in regular private medical practices, and 

Whereas, Complete facilities and arrangements for 
such care are and have been available for over two 
years in California under the C.P.S.-V.A. program, 
and 


Whereas, There is considerable doubt as to the 
need of establishing additional expensive treatment 
clinics; now, therefore, be it 

RESOLVED: That the Council of the C.M.A., acting 
on behalf of all its members and in the interest of 
sound medical care to all veterans, respectfully re- 
quests the V.A. to review carefully and reconsider its 
recently announced program to establish “diagnostic 
and/or treatment clinics” in its regional and subre- 
gional offices; and be it further 

RESOLVED: That members of this Association give 
every aid to the V.A. in the provision of sound med- 
ical care to veterans in this state, under existing ar- 
rangements. 


COUNCIL RESOLUTION ON VETERANS ADMINISTRATION 
HOSPITALS 


Whereas, It is reliably reported that about 75 per 
cent of the cases admitted to V.A. Hospitals are not 
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suffering from service-connected injuries or disor- 
ders, and 


Whereas, Many of these cases are referred to (or 

“farmed out” to) Army or Navy Hospitals, thereby 

-increasing the apparent shortage of military service 
physicians; now, therefore be it 


REsoLveD: That the practice of admitting private 
patients with non-service connected disabilities to 
Veterans Hospitals is a potential source of serious 
delay in the handling of patients with service-con- 
nected ailments, is an undue hardship on the tax- 
payer, is highly discriminatory, and should be dis- 
continued in the case of all those persons who are able 
to provide their own hospital care; and be it further 


RESOLVED: That copies of this resolution be trans- 
mitted to the Veterans Administration, the A.M.A., 
the other State Medical Associations and our repre- 
sentatives in Washington. 

It was agreed that copies of these resolutions 
should be forwarded to the Veterans Administration, 
the surgeons general of the Army and Navy, the Sec- 
retaries of Defense, Army and Navy, the American 
Medical Association, the secretaries of state medical 
associations and the members of Congress serving on 
military affairs committees. 


9. Blood Banks: 


Dr. Robertson Ward, as a Delegate to the A.M.A., 
reported on the blood bank business before the 1948 
A.M.A. House of Delegates. The House of Delegates 
approved the report of the A.M.A. Board of Trustees 
in which the approval in principle of the American 
Red Cross blood bank program was reaffirmed. Fol- 
lowing a meeting of a reference committee at which a 
Red Cross representative had expressed a feeling of 
difficulty with the operations of some local blood 
banks and had stated that the Red Cross intended to 
proceed as rapidly as possibly to take over all local 
bloéd banks, the reference committee brought in a 
report, later accepted by the House of Delegates, in 
which further clarification was given the principles 
upon which A.M.A. approval was based. Dr. Ward 
considered this a forward step in the relationship of 
the profession with the Red Cross program. 


Dr. John Upton, chairman of the CMA Blood Bank 
Commission, reported that newspaper files indicated 
a growing resentment, nationwide, against the Red 
Cross blood bank program. He reported that the 
commission is proceeding without definite instruc- 
tions as to the extent of its authority, that additional 
blood banks are needed in some areas of California 
and that the commission is striving to assure a supply 
of blood to all areas of the state. An attempt is being 
made to sfart blood banks in Santa Barbara, Bakers- 
field, Fresno and one northern city as a part of this 
program. There are now in the state five community 
type blood banks, nine in county hospitals, fourteen 
in private hospitals and four new banks either oper- 
ating or preparing to operate. It was agreed that a 
letter be sent to all county medical societies telling 
of the availability of the services and advice of the 
blood bank commission. 
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10. California Medicine: 


(a) On motion duly made and seconded, it was 
voted to elect Doctor Maurice Sokolow to the Edi- 
torial Board of CALIFORNIA MEDICINE to succeed 
Doctor Mayo Soley, who has moved from the state. 


(b) On the question of accepting liquor adver- 
tising, it was moved, seconded and voted that due 
to present conditions such advertising should not be 
accepted. 

(c) On motion duly made and seconded, it was 
voted to inform the advertising committee of CALt- 
FORNIA MEDICINE that institutional advertising 
should not be accepted from advertisers who did not 
have products acceptable for advertising in the 
journal. 

(d) On motion duly made and seconded, William 
C. Mumler and Clifford Cherry of Los Angeles were 
elected members of the advertising committee, to 
counsel particularly on matters concerning Southern 
California advertising prospects. 

(e) On the question of repeated use of physicians’ 
names in institutional advertisements appearing in 
the journal, the advertising committee was asked to 
make review and recommendations. 


11. C.M.A. Section on Neuropsychiatry: 


The chairman read a letter from the Section on 
Neuropsychiatry, in which it was asked that the name 
of the section be changed. It was pointed out that the 
House of Delegates has sole authority in such cases 
and that the section officers be so notified. 


12. Recess: 


At this point, 5:15 p.m., the Council recessed until 
9:30 a.m. Sunday, August 22, 1948. 


13. Reconvention: 


The Council reconvened at 9:30 a.m., Sunday, Au- 
gust 22, 1948, in Room 210 of the Sir Francis Drake 
Hotel. 


14. Roll Call: 


Present were all Officers, Councilors and Council 
members ex-officio. Present by invitation were 
Messrs. Hunton, Hassard, Read, Clancy, Wheeler, 
Whitaker, Kihm and Venables (executive secretary, 
Kern County Medical Society), Mr. W. M. Bowman 
of C.P.S. and Dr. Dwight H. Murray, chairman of 
the Committee on Public Policy & Legislation. 


15. Committee on Industrial Practice: 


On behalf of the Committee on Industrial Practice, 
Mr. Hunton and Dr. Pollock (member of the Com- 
mittee) presented the proposed schedule of fees for 
industrial compensation cases. Mr. Hunton stated 
that the Industrial Accident Commission of the State 
of California had held public hearings on June 7 and 
June 10, 1948, on the application of the California 
Division of the Western Orthopedic Association for 
an increase in specific fees in the existing fee sched- 
ule. At the invitation of the two members of the In- 
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dustrial Accident Commission who served as a com- 
mittee on this application, the Association appeared 
and Mr. Hunton presented a three-point statement: 
(1) that the fee schedule should be attacked as a 
whole and not piecemeal, (2) that the Committee on 
Industrial Practice was preparing a new proposed 
complete fee schedule which would be ready for pres- 
entation to the Commission by September 1, 1948, 
and (3) that if the Commission wished to establish a 
“study committee” as it had done several years 
earlier, such committee be limited in size and be com- 
posed of a suggested three representatives of medi- 
cine, three of employers or their insurance carriers 
and one or two members of the Commission as 
referees. 


After discussion it was regularly moved, seconded 
and voted that the Committee on Industrial Practice 
be authorized to proceed with the presentation of the 
proposed fee schedule to the Industrial Accident 
Commission. 


16. Public Relations: 


Mr. Whitaker discussed several propositions which 
will appear on the November general election ballot 
and suggested that the physicians of the state be 
urged to take an active interest in them. This report 
was informative and no action was taken. 


Mr. Whitaker also reported that he had been asked 
to utilize the “California Caravan” radio program 
for detailing the history of the development of blood 
banks, possibly in connection with the annual meet- 
ing of the Radiological Society of North America. 
It was regularly moved, seconded and voted that Mr. 
Whitaker be authorized to proceed in meeting this 
request. 


It was also regularly moved, seconded and voted 
that the Blood Bank Commission continue its pres- 
ent program under provisions of the existing budget 
and that any contemplated additional expenditures 
be presented to the Council for approval. 


17. Employees’ Retirement Program: 


Dr. Charnock presented the recommendation of 
his special committee (Charnock, Alesen, John W. 
Cline) that retirement annuity insurance be pur- 
chased for Association employees with five or more 
years of employment, annuities to begin at age 65 at 
the rate of 25 per cent of annual wages, with a maxi- 
mum of $200 monthly to any one employee. Dr. 
Kneeshaw suggested that such insurance be pur- 
chased by the Association for male employees but 
that the Association carry its own insurance for fe- 
male employees by purchasing U. S. Treasury bonds 
each month for serial maturity and payment at a 
later date. 


It was regularly moved, seconded and voted that 
the committee’s report dealing with male employees 
be put into effect at once and that the remaining por- 
tion of the report be re-referred to the committee, 
Doctors Kneeshaw and Askey being added to the 
committee. 
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18. Public Policy and Legislation: 


Dr. Dwight H. Murray reported that Hon. Ernest 
R. Geddes, a member of the State Assembly, was suf- 
fering from an illness and it was regularly moved, sec- 
onded and unanimously voted that the Secretary ad- 
dress a letter to him, conveying the concern of the 
Council over his condition and expressing wishes for 
his speedy recovery. 

Mr. Read, Mr. Clancy and Mr. Hassard reported 
on various candidacies and propositions which will 
appear on the November ballot. No action taken. 


19. Legal Department: 


(a) Mr. Hassard reported on a memorandum 
issued by deputies in the State Attorney General’s 
office, holding that county hospitals were eligible to 
receive federal funds as grants-in-aid for hospital 
construction if such county hospitals make their fa- 
cilities available to all residents of the county regard- 
less of ability to pay for such services. He stated the 
Attorney General has reviewed this memorandum 
and has ordered a complete review of the entire mat- 
ter by the deputies involved. 


(b) Mr. Hassard also reported on suits which 
have been threatened against the officers of the San 
Diego County Medical Society by legal counsel for 
several physicians who have failed of election to the 
society. On motion duly made and seconded, it was 
voted to authorize legal counsel to lend all possible 
aid and assistance to the San Diego County Medical 
Society in this matter. 


(c) Mr. Hassard reported on a Chicago meeting 
(August 19 and 20, 1948) between the Blue Cross 
Commission and the Blue Shield Commission, at 
which the proposition of forming a joint association, 
with each organization maintaining its own identity, 
was considered. Also discussed was the possibility of 
forming a joint corporation for the purpose of issu- 
ing indemnity insurance contracts for medical, sur- 
gical and hospital service to employees of interstate 
organizations, with local plans to administer the pro- 
gram in their own areas up to the limit of their own 
programs. It has been proposed that an Illinois cor- 
poration be formed, with capital of $500,000, voting 
stock to be held by the Blue Shield and Blue Cross 
plans. On motion duly made and seconded, it was 
voted that the Council approve these proposals and 
recommend to the C.P.S. Board of Trustees that they 
give their approval. 

(d) Mr. Hassard stated that the prepaid medical 
care plans in the western states had held a meeting 
in Chicago on June 19 and had voted to form a west- 
ern conference of medical service plans, provided six 
or more of the plans in the area approved such for- 
mation. More than six plans have now ratified this 
arrangement and such a conference is in process of 
formation. 


20. Medical Ethics: 


In accordance with action previously taken, the 
chairman called for nominations for a special com- 
mittee to codify the principles of medical ethics. This 
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committee was named as Wilbur Bailey, Chairman; 


Donald A. Charnock and Dell Lundquist. 


21. Ross-Loos Clinic: 


The Chairman read a letter from Doctor H. Clif- 
ford Loos, outlining the application of the Ross-Loos 
Clinic for approval to use the seal of the A.M.A. 
Council on Medical Service. On motion duly made 
and seconded, the amendment duly made, seconded 
and voted, it was regularly voted that the Secretary 
advise the A.M.A. Council on Medical Service that 
it has no objection to the consideration of the Ross- 
Loos application by that Council provided the rules 
of the Council have been met and that since the Los 
Angeles County Medical Association has given its 
approval, the Council on Medical Service be urged to 
consider and expedite the Ross-Loos application. 


22. Physician Membership in Lay Health Groups: 


Dr. Bailey introduced a resolution proposing the 
adoption of a statement of policy by the Association 
relative to the membership of physicians in lay health 
groups which advocated or permitted their officials to 
advocate a system of socialized medicine. It was 
regularly moved, seconded and voted to refer this 
matter to a special committee for study and report 
back to the next Council meeting: The Chairman an- 
nounced this committee as John W. Cline, Chairman; 
Lewis A. Alesen, E. Vincent Askey, H. Gordon Mac- 
Lean and Dwight L. Wilbur. 


23. American Academy of Pediatrics: 


A request from the American Academy of Pedi- 
atrics for publication in CaLIrForNIA MEDICINE of a 
survey made in California was presented and it was 
regularly moved, seconded and voted that the mat- 
ter be referred to the executive board of the Editorial 
Board and the Executive Committee of the Associa- 
tion. 


24. .Committee on Medical Economics: 


Dr. MacLean, chairman of the Committee on Med- 
ical Economics, requested that representatives of the 
C.M.A. and the Association of California Hospitals 
be named as members of a joint committee of these 
organizations, the Blue Cross plans and C.P.S. to 
study matters of mutual interest. It was agreed that 
such representatives be named. 

Dr. MacLean also requested authority for his com- 
mittee to proceed with its investigation of delinquent 
accounts and other items pertinent to a study of indi- 
vidual physician-patient relationships. On motion 
duly made and seconded, it was voted that the com- 
mittee proceed with this work and that expenses up 
to $5,000 be approved for this study. (Of an earlier 
appropriation of $5,000 for this study, $2,326.96 was 
expended and the balance returned to the general 


fund. ) 


25. California Ambulance Association: 


A request from the California Ambulance Associa- 
tion for counsel in connection with the establishment 
of ambulance standards was read and it was agreed 
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that representatives of the Association should meet 
with ambulance representatives and give such assist- 
ance as possible. 


26. Time and Place of Next Meeting: 


After discussion it was agreed that the next Coun- 
cil meeting should be held in Los Angeles on No- 
vember 13 and 14, 1948. 


27. Adjournment: 


There being no further business to come before the 
meeting, it was adjourned. 


Epwin L. Bruck, M.D., Chairman. 
L. Henry Gar.anp, M.D., Secretary. 


Jn Memoriam 


Carson, Georce Ryckman. Died in San Francisco, June 
15, 1948, age 72, after a long illness. Graduate of the Cooper 
Medical College, San Francisco, 1901. Licensed in California 
in 1901. Doctor Carson was a retired member of the San 
Francisco County Medical Association, and the California 
Medical Association. 


% 


Comstock, Danie DeLos. Died in Oakland, Maryland, 
August 29, 1948, aged 68, of a heart attack. Graduate of the 
American Medical Missionary College, Battle Creek, 1906. 
Licensed in California in 1910. Dr. Comstock was a member 
of the Los Angeles County Medical Society, the California 
Medical Association, and a Fellow of the American Medical 
Association. 


% 


DowLinc, STANLEY WALDO. Died in San Francisco, June 
25, 1948, at age 60, of appendicitis and peritonitis with 
cardiovascular complications. Graduate of the Cooper Med- 
ical College, San Francisco, 1912. Licensed in California in 
1913. Doctor Dowling was a member of the Santa Cruz 
County Medical Society, the California Medical Association, 
and a Fellow of the American Medical Association. 


+ 


FINNERTY, Epwarp JAMeEs JosepH. Died in Sonoma, Au- 
gust 15, 1948, aged 59, of a heart attack. Graduate of the Uni- 
versity of Toronto Faculty of Medicine, Ontario, 1911. Li- 
censed in California in 1911. Dr. Finnerty was an associate 
member of the Sonoma County Medical Society and the Cali- 
fornia Medical Association. 


*& 


GILMAN, Puivip KincsnortH. Died in San Francisco Sep- 
tember 7, 1948, aged 69, of a coronary failure. Graduate of 
Johns Hopkins University School of Medicine, Baltimore, 
1905. Licensed in California in 1916. Dr. Gilman was a 
member of the Marin County Medical Society, the California 
Medical Association, and the American Medical Association. 


% 


Herrick, ALBERT BENJAMIN, Jr. Died in Santa Rosa, Au- 
gust 22, 1948, aged 60, of a heart attack. Graduate of Oak- 
land College of Medicine and Surgery, Oakland, 1913. Li- 
censed in California in 1914. Dr. Herrick was a member of 
the Sonoma County Medical Society, the California Medical 
Association, and the American Medical Association. 
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Hype, CLARENCE Eimer. Died in San Jose, June 6, 1948, 
age 64, after an illness of two years. Graduate of Columbia 
University College of Physicians and Surgeons, New York, 
1909. Licensed in California in 1911. Doctor Hyde was a re- 
tired member of the San Francisco County Medical Associa- 
tion, and the California Medical Association. : 


% 


JorpAN, Puitip JeERoME. Died in San Jose, September 1, 
1948, aged 37. Graduate of Stanford University School of 
Medicine, San Francisco, 1938. Licensed in California in 
1938. Dr. Jordan was a member of the Santa Clara County 
Medical Society, the California Medical Association, and the 
American Medical Association. 


+ 


Mattison, CHARLES WESLEY. Died in Temple City, Au- 
gust 26, 1948, aged 74. Graduate of the University of Illinois 
College of Medicine, Chicago, 1904. Licensed in California 
in 1918. Dr. Mattison was a retired member of the Los An- 
geles County Medical Association and the California Medical 
Association. 


+ 


Murrieta, ALFRED JOHN. Died in Los Angeles, August 6, 
1948, aged 72. Graduate of the University of Southern Cali- 
fornia School of Medicine, Los Angeles, 1899. Licensed in 
California in 1900. Dr. Murrieta was a member of the Los 
Angeles County Medical Association, the California Medical 
Association, and a Fellow of the American Medical Asso- 
ciation. 


% 


ParetzKy, Meyer. Died in Los Angeles, May 17, 1948, at 
age 54.’ Graduate of Kharkow Medical Institute, Kharkow, 
Ukrainian S. S. R., 1917. Licensed in California in 1923. 
Doctor Paretzky was a member of the Los Angeles County 
Medical Association, the California Medical Association, and 
the American Medical Association. 


% 


Pearson, Bruce Reep. Died in Salt Lake City, August 16, 
1948, aged 44, of a heart attack. Graduate of the Stanford 
University School of Medicine, San Francisco, 1932. Li- 
censed in California in 1932. Dr. Pearson was a member of 
the Stanislaus County Medical Society, the California Medi- 
cal Association, and the American Medical Association. 


+ 


Puituips, ALBERT Dana, Jr. Died in Goose Bay, Labrador. 
December 9, 1947, aged 42, in an airplane crash. Graduate of 
Syracuse University College of Medicine, 1930. Licensed in 
California in 1931. Dr. Phillips was a member of the Sacra- 
mento County Medical Society, the California Medical Asso- 
ciation, and the American Medical Association. 


+ 


THELEN, Henry Murr. Died in Berkeley, July 26, 1948, at 
age 32, of rheumatic heart disease. Graduate of Johns Hop- 
kins University School of Medicine, Baltimore, Maryland, 
1941. Licensed in California in 1942. Doctor Thelen was a 
member of the Solano County Medical Society, the California 
Medical Association, and American Medical Association. 


+ 


THompson, Harotp A. Died in San Diego, July 31, 1948, 
aged 64, of hypertensive heart disease. Graduate of the Uni- 
versity of Southern California School of Medicine, Los An- 
geles, 1906. Licensed in California in 1906. Dr. Thompson 
was a member of the San Diego County Medical Society, the 
California Medical Association, and a Fellow of the Ameri- 
can Medical Association. 
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VisscHER, Louis Georce. Died in Los Angeles, July 15, at 
age 84. Graduate of Julius-Maxmilians-Universitat, Medizin- 
ische Fakultaét, Wiirzburg, Bavaria, 1891. Licensed in Cali- 
fornia in 1898. Doctor Visscher was a retired member of the 
Los Angeles County Medical Association, and the California 
Medical Association. 

cy 

Watt, Ricuarp WituiAM. Died in Los Angeles, August 16, 
1948, aged 35, in an automobile accident. Graduate of the 
University of Southern California School of Medicine, Los 
Angeles, 1942. Licensed in California in 1942. Dr. Walt 
was a member of the Los Angeles County Medical Associa- 
tion, the California Medical Association, and the American 
Medical Association. 


Philip Kingsnorth Gilman 
“By his works ye shall know him” 


The medical profession received the announce- 
ment of the death of Dr. Philip K. Gilman with deep- 
est regret. There now exists a void where once was a 
source of strength upon which so many relied. 

Following a mild distress five days previously, 
while occupied in State hospital investigations, Dr. 
Gilman was under medical care when, on the morn- 
ing of September 7, 1948, the end came suddenly 
from a coronary occlusion. 

Dr. Gilman was probably personally acquainted 
with more physicians and knew more laymen of 
prominence than most of his contemporaries. Men 
in all important walks of life sought his advice almost 
daily, even through the last three years while he was 
engaged in the study of hospital needs throughout the 
state for the Department of Health. His judgment, 
with his humanitarianism was always available for 
any problem. These services he rendered will long 
be remembered. 

Life began for Doctor Gilman in Oakland 69 
years ago. His youth was rich in the opportunity 
of learning to enjoy the outdoor life. Following an 
academic degree at Stanford University, he studied 
medicine at Johns Hopkins Medical School. Upon 
graduation in 1905, he answered a call for medical 
work in Manila where he spent several years as sur- 


geon and teacher. He again became a resident of. 


California in 1916, joined the faculty of Stanford 
Medical School and engaged in the private practice 
of surgery in San Francisco. For many years he 
was Clinical Professor of Surgery at Stanford. The 
first world war found him a lieutenant in the Navy 
Reserve attached to Naval Base Hospital No. 2, which 
saw service in Scotland. He never lost his attach- 
ment for the Navy and, in the following years, he rose 
in rank until, in 1939, he was appointed Captain. He 
accepted active duty in June of 1941, served under 
the District Medical Officer of the Twelfth Naval 
District, was Medical Procurement Officer, Execu- 
tive Officer at Naval Hospital. Oakland, and Assist- 
ant District Medical Officer. He was transferred to 
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the honorary retired list, for age, in 1943 and re- 
tained on active duty until April, 1945. 

It was upon his return to private practice after the 
first world war that Doctor Gilman gave so much of 
himself to his profession and the community. Being 
public spirited, he responded to any request to serve. 
He gave of his time to his county society, the State 
society, the Community Chest, the California Physi- 
cians’ Service. He coordinated the thoughts and ef- 
forts of anumber of public spirited physicians in San 
Francisco into a local organization which, soon after, 
developed into the Public Health League of Cali- 
fornia. 

Doctor Gilman served his county society as a mem- 
ber of the Board of Directors for nine years, actively 
represented that organization in the state society 
House of Delegates for five years, and was president 
of it in 1936. In all these posts his faithfulness was 
steadfast and ability outstanding. 

He served on the council of the state association 
for eight years and was chairman from 1940 to 1946. 
It was while holding the position of chairman that 
his judgment, his ability to sense the right action and 
his good influence over physician and layman came 
to the fore and rendered such valuable service to the 
society. Many of the policies adopted then are ac- 
cepted as standards in the society today. 

The state society tendered the highest honor to Dr. 
Gilman by electing him president-elect in May, 1944, 
and president May 7, 1945. 

Other services were rendered to his profession 
without stint as in the Pacific Coast Surgical Soci- 
ety and the National Council of Presidents of State 
Medical Societies. 

Dr. Gilman was a great physician, a skillful sur- 
geon, an excellent diagnostician. He was always con- 
siderate of the patient, kindly, gentle, reassuring. To 
be under his care was to be a faithful disciple, happy 
to follow his advice. He exemplified the true spirit 
of Hippocrates. He was a real teacher, imparting 
clearly his knowledge to his students, who invariably 
returned to him for advice and counsel. 

The optimism and vivacity of youth retained by 
Dr. Gilman to the last was, in no small part, due to 
the pleasure of participating regularly in‘the plays 
of the Bohemian Club in the Bohemian Grove. He 
accepted his part and read his lines with a voice and 
spirit that carried all on to success. 

A sterling character, graciousness, gentleness, gen- 
erosity beyond the average, fearlessness, and a de- 
termination to give his all to improve the economies 
of his profession, to protect the ill from over-zealous 
sociologists, to preserve the freedom of living we 
have enjoyed, were attributes of Dr. Gilman. His life 
is a model to be studied and emulated. While bow- 
ing in reverence to the passing of a true friend, let us 
offer thanks for the privilege of living and working 
with a great citizen. E. J. B. 
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ALAMEDA 


Dr. David B. Wilson last month became assistant medical 
director of Alameda County, filling a post left vacant when 
Dr. W. W. Stadel resigned to accept appointment as superin- 
tendent of San Diego County Hospital. Dr. Wilson formerly 
was with the U.S. Public Health Service in administration 
of a national hospital survey and construction program. 


LOS ANGELES 

The University of Southern California Medical School was 
one of four medical schools sharing in a total of $16,000 in 
grants-in-aid awarded by the National Vitamin Foundation 
to support vitamin research. Dr. E. Geiger, professor of 
pharmacology and toxicology at the school, is being assisted 
in investigations to determine the effects of time elements on 
the utilization of water soluble vitamins. 

bd 1 ae 


The American College of Surgeons will holds its 34:h 
Clinical Congress in Los Angeles October 18-22. An exten- 
sive program of surgical operations, some of which are to be 
transmitted by television to convention headquarters in the 
Biltmore hotel, are being prepared by personnel and surgeons 
at 24 hospitals in the meiropolitan area. 

a a * 


Dr. Burrell O. Raulston, dean of the University of South- 
ern California Medical School, has been appointed a member 
of the National Advisory Heart Council by Leonard A. 
Scheele, Surgeon Generai of the U.S. Public Health Service. 
The advisory council will serve the National Heart Institu‘e 
which was created in the National Heart Act passed by 
Congress and approved by the President last June. Under 
the Act the Public Health Service will set up a program to 
include the conduct of research, financial aid to institutions 
for research and training of professional personnel, fellow- 
ships for individual scientists, and grants-in-aid and technical 
assistance to the states for heart disease control services. 

* * & 


Dr. William P. Longmire, Jr., professor of surgery in the 
Johns Hopkins University Medical School, has been ap- 
pointed professor of surgery in the School of Medicine at the 
Univetsity of California at Los Angeles. Dr. Longmire re- 
ceived his M.D. degree at Johns Hopkins in 1938. 


NAPA 
Dr. Kenneth Haworth, who recently resigned as health 
director of Humboldt and Del Norte counties, has been ap- 
pointed health director of Napa County. 


SAN BERNARDINO-RIVERSIDE 


Initial steps in the organization of the Academy of Gen- 
eral Practice of the San Bernardino and Riverside counties 
were taken recently at a meeting of physicians in general 
practice in the two counties. Committees were chosen to 
form a constitution and by-laws and present nominations for 
officers of the organization. which will be a unit of the 
American Academy of General Practice. Purposes of the 
Academy, as explained by Dr. C. T. Halburg, who is a 
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member of the board of directors of the California Academy 
of General Practice, are te promote high standards in the 
general practice of medicine and surgery, and to assist in 
providing postgraduate study courses for general practi- 
tioners. 


SAN FRANCISCO 


Dr. Daniel G. Morton, professor of obstetrics and gynecol- 
ogy at the University of California Medical School, has been 
named a director of the American Board of Obstetrics and 
Gynecology. 

* * 3 

Appointment of Dr. Karl F. Meyer, director of the Hooper 
Foundation, University of California, as one of the ten direc- 
tors of the recently formed Arthritis and Rheumatism Foun- 
dation, has been announced by Dr. W. Paul Holbrook, presi- 
dent of the foundation. Purpose of the foundation is to pro- 
mote a united nation-wide attack on arthritis and other rhe.- 
matic diseases through efforts of lay and medical leaders. 

ae aS ak 

Stanford University School of Medicine announces that 
the 1948 Jacob Gimbel Lectures on Sex Psychology will be 
held October 18, 20, and 22 in Lane Hall, San Francisco, and 
will be followed by the Harzstein Medical Lectures October 
25, 26 and 28 at the same place. All lectures will begin at 
8:15 p.m. The Gimbel lecturer will be John C. Whitehorn, 
M.D., professor of psychiatry and director of the department 
of psychiatry, Johns Hopkins University, whose subject will 
be “Sex Behavior and Sex Attitudes in Relation to E-no- 
tional Health.” Robert E. Gross, M.D., Ladd professor of 
children’s surgery at Children’s Hospital, Boston, will de- 
liver the Herzstein lectures. The subjects of his lectures will 
be “Surgery in the Early Months of Life,” “Surgical Treat- 
ment of Congenital Cardiovascular Disease,” and “The Ex- 
perimental Laboratory in Relation to Pediatric Surgery.” 

Attendance at all lectures is open to members of ‘the 
medical profession, including practitioners and students, and 
other interested persons. 

The Western Orthopedic Association will hold its annual 
meeting in the St. Francis Hotel, San Francisco, November 
3, 4 and 5. 

YUBA 

Dr. Stanley J. Smiley, formerly of Sacramento, has been 
appointed county physician of Yuba County to take the 
place of Dr. James J. Hamilton, who last month resigned 
that post to enter private practice. 


GENERAL 

Druggists and the medical profession are being urged by 
the Federal Security Agency’s Food and Drug Administra- 
tion to return all stocks of Siliform Ampu!s to the manu- 
facturer, the Heilkraft Medical Company, Boston, Mass. 
This injectable drug, which should be sterile, is potentially 
dangerous since samples collected on the market contain liv- 
ing organisms, the Food and Drug Administration said. Sili- 
form is injected by some physicians and osteopaths in the 
beief it will re' eve patien’s suffering with rheumatism es 
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claimed by the manufacturer, according to the government 
agency. The article was shipped to 37 states from Maine to 
California and later was redistributed by wholesalers who 
cannot trace many of their sales. Some going back as far as 
1946 have been found on the market. These ampuls may be in 
the hands of doctors, hospitals, clinics, and retail and whole- 
sale druggists, it was said. 


* * * 


Two grants to finance special cancer projects in Cali- 
fornia were made recently by the U. S. Public Health Service 
through the California State Department of Public Health. 
The University of California Medical School was awarded 
$43,320 for research and training in the cytological smear 
technique for diagnosis, and a second grant of $9,275 will 
be administered jointly by the State Department of Health 
and the Cancer Commission of the California Medical As- 
sociation to finance seminars by cancer specialists for mem- 
bers of county medical societies in non-metropolitan areas. 


* * ~* 


The 27th annual Hospital Standardization Conference 
will be held at the Biltmore Hotel, Los Angeles, from Oc- 
tober 18 to 22, in conjunction with the 34th annual Clinical 
Congress of the American College of Surgeons, according 
to an announcement by Dr. Malcolm T. MacEachern, asso- 
ciate director and chairman of the administrative board. 
Hospital authorities from all parts of the United States and 
Canada will participate. 

* * ° * 


Applications to take a written qualifying test in 1950 as a 
first step for certification by the American Board of Oph- 
thalmology are now being accepted from candidates, accord- 
ing to an announcement by the Board, and will be considered 
in the order received until the quota is filled. Registration 
for the test to be held in 1949 already is closed. Address of 
the Board is Cape Cottage, Maine. 


* % * 


Three prizes—$500, $300, and $200—are being offered by 
the American Urological Association for essays on the 
result of clinical or laboratory research in urology. Competi- 
tion is limited to urologists who have been in that specific 
practice for not more than five years and to residents in 
urology in recognized hospitals. Essays must be in the hands 
of the secretary of the association, Dr. Thomas D. Moore, 
899 Madison Ave., Memphis 3, before February 15, 1949. 
Full particulars may be had by writing to Dr. Moore. 
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The American Goiter Association again offers the Van 
Meter Prize Award of $300 and two honorable mentions for 
the best essays submitted concerning original work on prob- 
lems related to the thyroid gland. The award will be made 
at the annual meeting of the association which will be held 
in Madison, Wisconsin, May 26, 27 and 28, 1949. The com- 
peting essays, which may cover either clinical or research 
investigations, may be sent to the corresponding secretary, 
Dr. T. C. Davison, 207 Doctors Building, Atlanta 3, Georgia, 
not later than March 15. 

oe ok * 

The American College of Physicians will conduct its 30th 
Annual Session in New York City, March 28 through April 
1, 1949, Early announcement of the date of the meeting was 
made, it was explained, so that other organizations might 
avoid conflicting dates in setting the time for their meetings. 

* * * 

Veterans Administration has immediate openings for at 
least 100 young doctors interested in taking residency train- 
ing in psychiatry or neurology or both, Dr. Paul B. Mag- 
nuson, chief medical director, announced recently. 

VA hospitals offering these residencies are situated in 
almost every section of the country. In the Branch 12 area 
(California, Nevada, Arizona and Hawaii) approximately 
20 young doctors will be needed in the VA hospitals at Palo 
Alto and Los Angeles. All are under supervision of the 
deans’ committees, mostly composed of members of university 
faculties of Class “A” medical schools. 

In general, these residencies cover a three-year program of 
specialty training, although one and two-year programs also 
are available at most of the hospitals. Those interested may 
obtain information and application forms by writing the 
Chief Medical Director, Veterans Administration, Washing- 
ton 25, D.C. 

* ok ok 

The Second California Rural Health Conference, spon- 
sored by the California Committee on Rural Medical Health, 
will be held October 16 at the Hotel Senator, Sacramento. 

The program will present the important features of Rural 
Health Council development. Subjects to be discussed are 
“The Physician and Rural Medical Care,” “Public Health 
Service for the Rural Community,” “Training of Registered 
Nurses and Nurses Aide Training,” “Training of Physicians 
for Rural Practice,” “Rural Health Care and the State Gov- 
ernment,” “Preventive Medicine for the Rural Child.” In 
addition there will be discussions of the functioning of health 
councils, medical and hospital service plans, and rural hos- 
pital management and development. 
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INFORMATION 


Physician-Patient Relationship with Regard to Automobile Accidents 
Under the California Financial Responsibility Law 


PeaRT, BARATY AND HassarD of the California Bar 


In 1947 the California legislature passed what is 
commonly known as the Financial Responsibility 
Law. It was designed to make citizens of California 
safe against financially irresponsible drivers of motor 
vehicles. It declares that a motor vehicle operator 
who injures or kills another person, or damages his 
property in excess of $100.00, must be financially 
prepared to make a settlement with the injured party 
or his estate. If he fails to do so the operator must 
forthwith forfeit his privilege to drive a vehicle in 
California. The Act became effective July 1, 1948, 
and must be enforced by the Department of Motor 


Vehicles. 


1. Accident Reports Required: 


After July 1, 1948, the operator of every motor 
vehicle which is in any manner involved in an acci- 
dent within California, in which any person is killed 
or injured or in which damage to the property of any 
person, including himself, in excess of $100.00 is 
sustained, must report the matter in writing to the 
Division of Financial Responsibility, Department of 
Motor Vehicles, Sacramento, within ten (10) days. 
If you are insured, you must still make the required 
report on a form provided by the Department of 
Motor Vehicles. This form is known as S.R-1. If 
you are not insured, then within sixty (60) days of 
filing the accident report you must meet the require- 
ments of the Financial Responsibility Law, which in- 
clude either depositing security in an amount deemed 
by the Department to be sufficient to meet any judg- 
ment for damages arising from the accident, or file 
with the Department evidence that you have been re- 
leased from liability, or file with the Department a 
court judgment of non-liability or execute a confes- 
sion of judgment payable when and in such install- 
ments as are agreed upon by both parties, or execute 
a duly acknowledged written agreement providing for 
payment of an agreed amount in installments. Fail- 
ure to take one of these five steps will result in suspen- 
sion of driver’s license in California. 


2. Report on Persons Injured: 


S.R-1 is the official form used to report the acci- 
dent or injuries to the Department of Motor Vehicles. 
A portion of the form is devoted to the report of the 
injuries and deaths caused by the accident. The act 
provides that the amount of security that will be re- 
quired for deposit will be determined on the informa- 
tion made available to the Department. Therefore, 
the Department circular states that it is to the interest 
of the driver to give a complete explanation of the 
damage or injury to persons or property, and that he 


should furnish further proof of personal injuries in 
the form of doctor’s reports and property damage in 
the form of correct estimates of repair costs, and 
that forms for this purpose are available. 


3. Physicians’ Statements: 


To supplement S.R-1, the Department of Motor 
Vehicles has issued form S.R-5. This form, which 
calls for a physician’s report on the nature, and extent 
of injuries, is to be used when the report form S.R-1 
does not provide adequate space for fully describing 
the injury, or when more than two persons are in- 
jured, or in all cases of serious injury: 


Both the Financial Responsibility Law and the 
forms state that any reports given in compliance with 
the Law are strictly confidential and cannot be used 
in court. The Law provides (Sec. 420.8 of the Ve- 
hicle Code) that: 


“Neither the report * * * or the findings, if any, 
of the Department on which action is based, nor the 
security filed, as provided in this chapter, shall be 
referred to in any way or be in evidence of the neg- 
ligence or due care of either. party at the trial of any 
action at law to recover damages.” 

Form S.R-5 contains a section which is entitled, 
“Attending Physician’s Report.” In this section the 
attending physician is requested to: 


Describe injuries resulting from the accident. 
Probable period of disability. 

All hospitalization. 

Probable permanent injury or disfigurement. 
Estimated amount of your total fee. 

Estimated amount of other medical expenses. 


Then there is a space for the signature of the at- 
tending physician and his address. Immediately be- 
low this there is a space containing the words, “I cer- 
tify that the above report is true to the best of my 
knowledge.” And under this there is a place for the 
signature of the injured person. 

If the attending physician completes this form he 
immediately enters the field of privileged communi- 
cations between physician and patient. One of the 
most important legal problems which may confront 
a physician in his relations with a patient are the 
rights, obligations and duties of the physician in con- 
nection with disclosure of communications which a 
patient may make to him. The privilege of non-dis- 
closure is that of the patient and the physician cannot 
reveal facts which came to him from the patient as the 
result of the confidential relationship without the con- 
sent of the patient. There are, of course, several ex- 
ceptions to this rule, and the entire subject has been 
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discussed in the April, May and June, 1946, issues of 
CaLiFrorNiA MepicinE. The forms provided by the 
Department of Motor Vehicles, in an effort to meet 
the requirements of the Financial Responsibility Law, 
are not within one of the established exceptions to the 
rule and, therefore, if an attending physician com- 
pletes Form S.R-5 and provides the Department of 
Motor Vehicles with any of the information which 
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it requested therein, without first obtaining the con- 
sent of his patient, it is possible that the physician 
may be violating the confidential relationship exist- 
ing between physician and patient. 

It is, therefore, advised that physicians not fill out 
form S.R-5 unless the patient has expressly requested 
that such form be completed, and has evidenced this 
request by first signing the form himself. 


i 


The Proposed Plan of Action for Adequate Blood 
Coverage in the State of California 


The people of the State of California must be sup- 
plied with the blood and blood derivatives essential 
to their medical needs in peace and war. 

Every hospital in California should have adequate 
amounts of blood and blood derivatives available to 
meet the demands within that hospital. 

Many counties of the state have inadequate blood 
coverage, or. none at all. This is particularly true of 
our rural and mountain communities. Such inade- 
quacy must, and will be corrected. 

An overall plan of Blood Banks for the state is in 
order. A coordinated reciprocal system of blood 
banking between the various banks of the state is 
clearly indicated. The possibility of local disaster or 
any other untoward catastrophe points to the need for 
integration. One or more banks should supply a 
member bank if it is incapacitated, or if it is unable 
to provide sufficient blood or plasma for emergency 
needs, 

Non-profit, community type blood banks have dra- 
matically proven their value in peace and war to the 
community, to the state, and to the nation. Their 
number must increase. Many hospital blood banks 
are at present performing valuable service in smaller 
towns, but to have several such banks operating in 
a larger center is uneconomical in money, blood and 
technical personnel. 

Regional blood banks will be encouraged and aided 
to expand their present facilities so that smaller adja- 
cent towns can use their service. Local county med- 
ical societies, which serve those large sparsely settled 
areas of the state, will be asked to promote an active 
typing service on every adult. This so-called “walk- 
ing blood bank” program has real value to the indi- 
vidual who is typed, and to the local physician who 
might require blood service assistance. We would 
specifically like to see Rh typing performed in con- 
junction with the blood typing. The reason for this 
recommendation is that we can provide a better 
method of protection to women when their Rh factor 
is known. Possible sensitization of an Rh negative 


woman by an Rh positive transfusion can be pre- 
vented if she has been previously typed. Laborato- 
ries in rural regions must be prepared to aid in this 
contemplated large scale typing program by seeing 
that their staff is technically equipped to perform the 
Rh studies. 

The program of the Blood Bank Commission of 
the California Medical Association envisions the fol- 
lowing: 

1. To encourage, to promote, to sponsor, and to 
aid in the establishment of community type, non- 
profit Blood Banks in California wherever their estab- 
lishment is clearly indicated. Control of such banks 
must be under the local county medical society. 

2. To actively promote and strongly encourage 
high and uniform standards of service. The stand- 
ards we recognize are those outlined in the Biologics 
Act’of the U. S. Public Health Department. 

3. To plan and foster a clearing house for ques- 
tions relating to the training of personnel for blood 
banks. 

4. To sponsor and aid local medical sdcieties in 
developing “walking blood banks” in sparsely settled 
areas, where it is economically unsound to erect a 
blood bank. The Rh factor should be determined at 
the same time as the blood typing. 

5. To promote and foster the immediate exchange 
of ideas, and materials, and the dissemination of in- 
formation relating to blood banking, and its technical 
methodology by education publicity and research. 

6. To plan and foster cooperation and integra- 
tion of all existing and contemplated blood banks in 
time of emergency or disaster. 

7. To aid other states and the nation, in regard to 
blood products, to the limit of our ability when dis- 
aster strikes, or when an emergency condition exists. 

The Blood Bank Commission calls on every doctor 
in the state to actively interest himself in this pro- 
posed program. The scope of such a service is tre- 
mendous, its realization will require the enlightened 
and enthusiastic support of each one of us. 
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BOOK REVIEWS 


PROGRESS IN CLINICAL MEDICINE. By Various Au- 
thors. Edited by Raymond Daley, M.A., M.D., Camb., 
M.E.C.P., and Henry G. Miller, M.D. Durh., M.R.C.P., 
D.P.M. With 22 text-figures and 15 plates. Grune & Strat- 
ton, New York, April 29, 1948. $6.00. 

This book attempts to summarize recent progress in 
clinical medicine, and consists of 13 chapters by various 
British authors. It was of interest to the reviewer to note the 
contributions of British investigators. However, the emphasis 
on work from their own country, and consequent inattention 
to many significant eontributions of American workers, has 
resulted in many instances in inadequate review of recent 
medical advances. 

For example, the discussion of hepatitis makes no refer- 
ence to the work of Cecil Watson, nor to the papers con- 
cerning inoculation in volunteers, and other related studies 
conducted during the war. There is an inadequate discus- 
sion of the use of penicillin in the treatment of subacute 
bacterial endocarditis, and of the importance of the “in 
vitro” sensitivity of the organism to penicillin, as well as 
the occasional importance of massive dosage. The whole of 
this subject is treated in only two pages, while the subject 
of peptic ulcer covers 15 pages. Here is an obvious imbalance 
in terms of the importance of the recent advances made in 
two fields. Again, only half of a page is devoted to the sub- 
ject of surgery of pulmonary tenosis, despite the outstanding 
recent work in this problem. The chapter on renal diseases 
has no discussion at all of the present concepts of physiologi- 
cal disturbances in renal insufficiency and their rational man- 
agement. Nor is any mention made of the use of strepto- 
mycin in urinary infections. The section on renal anoxia 
omits reference to the important fundamental work of Van 
Slyke and his associates, and to Lucke’s significant paper. In 
fact, there is not a single reference in this section to Amer- 
ican work, despite the important contributions made by in- 
vestigators in this country. 

Chapters which were of particular interest, however, were 
those on tropical medicine, by Frederick Murgatroyd, and 
on intestinal disorders, by F. Avery Jones. 

The criticisms offered by the reviewer do not detract from 
the considerable amount of clinical information contained in 
this volume, which will benefit those seeking information on 
the major developments of the past decade. The emphasis on 
British work is understandable, and a similar fault might be 
found in such a composite work by American authors. This 
book can be read with profit by those unfamiliar with many 
of the important British contributions to clinical medicine in 
the past few years. 


A HISTORY OF THE HEART AND THE CIRCULA- 
TION. By Fredrick A. Willius, M.D., M.S. in Med., Senior 
Consultant in Cardiology, Mayo Clinic; and Thomas J. Dry, 
M.A., M.S. in Med., Consultant, Section on Cardiology, 
Mayo Clinic. Illustrated. W. B. Saunders Company, Phila- 
delphia and London. $8.00. 

The authors preface their book by emphasizing the im- 
portance of the historical approach in the study of medicine. 
This position, undoubtedly sound, unfortunately has been too 
much neglected in this age when the rush of progress leaves 
little time for consideration of more than the exciting de- 
velopments of the moment. Dr. Willius and Dr. Dry attempt 
to summarize the main currents of general history as they 
go along, but this is of course a difficult task in the amount 
of available space. The year 1453, for example, is mentioned 
as a boundary line between Mediaeval and Renaissance per- 
iods, but just what happened in that famous year is not 
stated." The book is well and interestingly written and is 
especially useful for the doctor because it summarizes events 


in chronological order as well as the lives of the important 
figures in cardiology. The biographies are brief, vivid and 
usable, and the sequential presentation of data according to 
subjects such as anatomy of the circulation, arrhythmias, 
congenital malformations, etc., is a real feature. 


YOU AND YOUR DOCTOR. By Benjamin F. Miller, M.D., 
Clinical Professor of Medicine, George Washington Medical 
School. Whittlesey House, McGraw-Hill Book Company, 
Inc. 1948. $2.75. 


This is a readable and extremely clever piece of propa- 
ganda in favor of the Wagner-Murray-Dingell Bill and 
similar plans. 

The author paints a rosy picture of a theoretical state in 
which everyone would be well fed, well housed, well clothed, 
well educated and well cared for in a medical sense. He 
brusquely brushes aside Voluntary Health Insurance as of 
little value. His arguments will appeal to certain lay people 
who do not have the knowledge or perspective to evaluate 
them properly. If the author’s plan were to be put into ef- 
fect, it would require the establishment of an authoritarian 
state. He disregards completely the effect which this has had 
in other parts of the world and particularly its effect upon 
standards of medicine and medical care. He quotes certain 
statistics without adequate analysis and interpretation and 
on occasion uses the same argument to prove widely differ- 
ing points. 

It is the traditional Physician’s Forum type of propaganda 
in new and attractive form. 


SYNOPSIS OF PEDIATRICS. By John Zahorsky, A. B. 
M.D., F.A.C.P., Professor of Pediatrics and Director of the 
Department of Pediatrics, St. Louis University School of 
Medicine; assisted by T. S. Zahorsky, B.S., M.D., Senior 
Instructor in Pediatrics, St. Louis University School of 
Medicine. Fifth Edition with 158 Text illustrations and 9 
Color Plates. The C. V. Mosby Company, 1948. $5.50. 


This book was first written in 1934, primarily for medical 
students. It had 60 chapters which corresponded with 60 
didactic lectures. Because a synopsis can never go into detail 
which is necessary and because of the magnitude of the field 
of Pediatrics, it falls short of its mark as a reference book 
for students and says too little about too large a number of 
topics. In this it shares a fault common to many synopses. 

A readable personal style has been maintained and the 
book is liberally illustrated. It has an atmosphere and flavor 
which might be term “old-fashioned” as is illustrated in the 
index, where we find rachitis, cereal decoctions, dyspepsia, 
and eclampsis (convulsions) listed. 

While the general practitioner may discover this book 
meets his requirements, it would appear that in most in- 
stances recent graduates would find a larger and more com- 
plete text came closer to doing so. 


CLINICAL STUDIES IN PSYCHOPATHOLOGY —A 
Contribution to the Aetiology of Neurotic Iliness. By Henry 
V. Dicks, M.A., M.D., F.R.C.P., Nuffield Professor of Psy- 
chiatry in the University of Leeds. Baltimore, The Wil- 
liams and Wilkins Company, 1947. 


The subject matter of this book stems from a series of 
postgraduate lectures given at the famous Tavistock Clinic 
in London. The contents presupposes a certain degree of 
familiarity with psychiatric jargon, particularly analytically 
oriented psychopathologic concepts, so that the volume is 
essentially directed at psychiatrists and other students of 
psychopathology who are primarily interested in the psycho- 
neuroses, rather than at the internist and general medical 
man. 
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The author pertinently remarks that the recent war has 
turned what was considered the extravaganza of a small 
group on the periphery of “respectable medicine” into a 
much more widely accepted body of knowledge held valid 
by many in the social sciences and by many in the younger 
generation of physicians. However, another danger is arising 
with increasing acceptance—a lip-service reception of a total 
psychosomatic approach without foundation in deeper ex- 
perience. Healthy changes appear to be happening to cer- 
tain psychoanalytic Goncepts. Instead of an attitude of too 
rigid acceptance of older doctrine, analysts are broadening 
their conceptions of the variety of instinctive needs and 
drives in human personality, so that one hears increasingly 
about aggression, hostility, dependence, security, insecurity, 
anxiety, etc., instead of jamming every new experience into 
a pan-sexual theory. Certainly “fear of loss of love and se- 
curity” is more easily comprehensible than the controversial 
“castration fear,” for example. 


Since the author adheres primarily to Freudian concepts, 
his therapeutic method utilizes free association, the interpre- 
tation of resistance, the examination of dreams, and the in- 
terpretation of the transference with particular emphasis on 
the tracing out of symptoms to their origin, at all times 
recognizing the emotional quality of the symptom. 


The psychopathology of anxiety states, phobias, obsessional 
states, hysteria, sexual maladjustments, sexual perversions 
and drug addictions are taken up in turn. There are many 
case reports culled from the author’s personal experience to 
exemplify his basic themes. In general, these are well chos- 
en; if one does not always see clearly the reasons for a par- 
ticular interpretation, this may be because the author is un- 
able in a limited space to present all the facts. 


In the final chapter three basic early biological needs of 
the human organism are described: a self-preservation ten- 
dency (infantile fear lies at the root of repression and emo- 
tional security is the essence of adjustment)a sexual ten- 
dency (Freud’s libido), and aggressiveness. The mechanis- 
tic approach to human problems misses all that is essential, 
the author states. “The time is not now so far distant when 
the corpus of Medicine will once again achieve its own 
‘psychosomatic’ unity. All around Medicine the social sci- 
ences are converging towards an integration under the prim- 
acy of psychodynamic concepts. Unless Medicine catches 
up with this movement it will find itself in a backwater, 
grappling with problems that bear but little relationship 
to the urgent needs of our time.” 

The psychoanalytically oriented physician will find much 
with which he can agree and sympathize here; the “constitu- 
tionally” oriented physician will consider much of the con- 
tents “wild flights of fancy,” but whatever his theoretical 
prejudices, he will find the presentation sincere and stimu- 
lating. 


SUBACUTE BACTERIAL ENDOCARDITIS. By Eman- 
uel Libman, M.D., Late Consulting Physician, The Mount 
Sinai Hospital, New York City, and Charles K. Friedberg, 
M.D., Adjunct Physician, the Mount Sinai Hospital, New 
York City. Edited by Henry A. Christian, A.M., M.D., Her- 
sey Professor of the Theory and Practice of Physic, Emer- 
itus, Harvard University. (Reprinted from Oxford Loose- 
Leaf Medicine with the same page numbers as in that 
work) Oxford University Press, New York, Second Edition, 
1948. $3.50. 


No one could be better fitted to write on subacute bacterial 
endocarditis than Dr. Libman, who grew up on the subject 
and contributed so much original work to the understanding 
of it. Being a textbook article, this littlke monograph is diffi- 
cult to review. The subject is taken up systematically, and 
now, with Dr. Friedberg, is brought fully up to date so that 
the more recent spectacular developments of penicillin ther- 
apy are taken up in detail. There are numerous illustrations, 
a bibliography, and an index. 
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FOUNDATIONS OF NEUROPSYCHIATRY. By Stan- 
ley Cobb, A.B., M.D., fourth edition. Baltimore, The Wil- 
liams & Wilkins Company, 1948. $2.50. 

The fourth edition of this book shows very few important 
changes over the third edition. Certain parts dealing with 
cerebral blood flow, the types of neurons in the autonomic 
system and the motor areas of the cerebral cortex, have been 
largely rewritten. 

The author clings to the term “neuropsychiatry,” which 
many are now discarding. It is perhaps unimportant to quib- 
ble over this term, but as has been pointed out, the prefix 
“neuro” would make the term mean neurological psychiatry 
rather than neurology and psychiatry. The author’s concept 
is that to understand both neurology and psychiatry, one 
must grasp certain fundamental anatomical and physiolog- 
ical facts about the central nervous system. This material 
is given in a very clear and distinct fashion and can be highly 
recommended. 

The author then passes over to the “mind-body” problem 
and tries to clarify this difficult point. He argues for Jel- 
liffe’s concept of reversible and irreversible organic changes, 
rather than the concept of organic and functional as two 
different things. 

The chapter on cerebral circulation is excellent and this 
is due, in part, to the author’s own research work on this 
problem. 

Neuropathology is next discussed, followed by a brief dis- 
cussion of epilepsy. This takes four-fifths of the book and 
the other fifth is devoted to two chapters: “Some psycho- 
logical concepts important in medicine” and “Psychopathol- 
ogy.” The approach here is biological: and, as far as it goes, 
there is a considerable amount of interesting material given. 

In discussing psychopathology, the author states his pref- 
erence for Meyer’s concept of reaction types. He also follows 
Meyer in being a pluralist, and in trying to see in every case 
the various factors which bring about an abnormal reaction, 
rather than accepting the concept of a single precipitating 
factor. 

The book can be recommended for general use by medical 
students. The biological basis of behavior is developed in as 
clear and simple a fashion as it is possible to do, and in 
highly controversial fields of schizophrenia and manic-depres- 
sive psychosis, the author quite properly insists on how little 
is known on the fundamental nature of these disorders, rather 
than-giving a glib explanation, which might satisfy the stu- 
dent and lead him to think that these disorders really were 
understood. 

Therefore, the book can be highly recommended for its 
purpose, which is to give the medical student some correla- 
tion between neuroanatomy, neurophysiology, and the gen- 
eral behavior of human beings. 


PSYCHOLOGICAL ATLAS. By David Katz, University 
of Stockholm, with 400 illustrations. The Philosophical 
Library, New York. 


This heterogeneous collection of illustrations, accompanied 
by brief explanatory notes, might conceivably be of value to 
the psychologist. Those illustrations falling within the field 
of interest of the reviewer are generally of poor quality; 
certainly better ones are available to anyone having access 
to a medical library. This compilation cannot be recom- 
mended to the physician. 


INTERESTING AND USEFUL MEDICAL STATISTICS. 
Edited by William H. Kupper, M.D. Wm. C. Brown Com- 
pany Publishers, Dubuque, Iowa. $6.50. 

Unless one has a great appetite for tabular statistics per se, 
there is little of value in this book. It is a hodgepodge of 
unrelated tables on therapy, diagnosis, morbidity, mortality, 
lifted from their context, which destroys some of their value, 
and reprinted from various well-known texts and periodicals. 
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THE SKULL SINUSES AND MASTOIDS. A handbook 
of Roentgen diagnosis by Barton R. Young, M.D., professor 
of radiology, Temple University Medical School. The Year 
Book Publishers, Inc., Chicago, 1948. $6.50. 

This is perhaps the best of the handbooks of roentgen diag- 
nosis yet issued by the Yearbook Publishers. The illustra- 
tions are excellent. The text is sound and the propinquity 
of text and figure leaves nothing to be desired. 

As in all handbooks, there are certain minor omissions, the 
importance of which is a matter of individual opinion. Under 
“congenital variations and disorders of the skull,” fairly 
prominent place is given to such lesions as encephalocele 
and dermoid cyst which are comparative rarities, while men- 
tion is not made of the small cleft in the posterior portion of 
the parietal bone (which is so neatly illustrated in Sobotta’s 
anatomy text) and which is not infrequently mistaken for 
fracture in roentgenograms of infants’ skulls. 

Some readers will question the wisdom of the use of the 
term “sinusitis” in the interpretation of roentgenograms of 
the nasal accessory sinuses. The radiologist can diagnose 
mucosal swelling or fluid, but cannot always distinguish 
between simple allergic swelling and true inflammatory 
disease. 

One particularly satisfactory part of the book is the clear 
delineation of the technique used in various projections. 
This one feature alone makes the book valuable to every radi- 
ologist, as well as to most .students and practitioners who 
have occasion to see roentgenograms of the skull. 


VASCULAR DISEASES IN CLINICAL PRACTICE. By 
Irving Sherwood Wright, M.D., Associate Professor of Clin- 
ical Medicine, Cornell University Medical College; The 
Year Book Publishers, Inc., Chicago, 1948. $7.50. 

Without hesitation, this reviewer can state that Dr. Wright 
has performed an outstanding service in writing this mono- 
graph on vascular disease. The author has had wide per- 
sonal experience in the diagnosis and treatment of patients 
with vascular conditions. In addition he has for many years 
been actively engaged in clinical research in the vascular field 
and has made numerous significant contributions. Many of 
these original observations are contained in this work. In 
this book, he has correlated the clinical findings with the 
underlying physiological and pathological processes. Fur- 
thermore, Dr. Wright has a wide background in general 
medicine, which enables him to evaluate vascular conditions 
in relation to the patient as an individual in modern society. 
Again and again he stresses the importance of “reviewing 
the patient as a whole rather than concentrating exclusively 
on the history and site of injury.” 

The first chapter is devoted to a classification of vascular 
diseases. The seven pages accorded to this subject indicate 
the variety of conditions embraced by this book and the im- 
portance of this subject in the medical curriculum. Then 
follows a splendid chapter on methods used in the study of 
the patient. The author emphasizes the use of simple clinical 
methods but amplifies their use with an exce!lent descrip- 
tian of more complicated diagnostic procedures. With a nice 
appreciation of the relative importance of various clinical 
conditions, Dr. Wright then takes up obliterative vascular 
disease. The chapters on Arteriosclerosis and Buerger’s Dis- 
ease are outstanding. Details of treatment are excellently 
evaluated. The less common vascular diseases are briefly but 
clearly described, with illustrative case reports and good bibli- 
ographies at the end of each chapter. Diseases of the veins, 
thrombophlebitis, pulmonary embolism, and the technique of 
anticoagulant therapy are well described. Surgical proce- 
dures of use in the treatment of vascular disorders are briefly 
discussed in appropriate sections. 

The book is nicely made up and bound, with liberal use 
of illustrations. The only adverse criticism is possibly the 
poor reproduction of certain x-ray films. The diagrams of 
blood vessels, both arteries and veins, although illustrative, 
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are too complicated for clarity. There is an excellent index 
which permits the volume to be used easily for reference. 

Above all, Dr. Wright has produced a readable book. 
Throughout, he has used a light touch; for instance, when 
he says, “to give a prognosis in any case of active thrombo- 
phlebitis is hazardous—especially to the reputation of a 
physician prone to this form of mental gambling.” But he 
does not hesitate to stand firm on principles. For instance, 
in speaking of the use of anticoagulants in the prevention of 
thrombosis encountered in patients with polycythemia, he 
states: “In some, anticoagulant treatment was exceedingly 
difficult. However, because it may be life-saving, the risks 
must be taken and the physician should be willing to assume 
the responsibility in order to preserve the patient’s health 
and even his life.” 

Dr. Wright’s monograph is a classic. What Kanavel did 
for surgery of the hand and Sir Thomas Lewis did for our 
understanding of heart disease, Wright has done for vascular 
diseases. This book is recommended without reservation and 
alike to medical students, to those interested in circulatory 
disorders, and to all physicians. 


LABORATORY DIAGNOSIS OF PROTOZOAN DIS- 
EASES. By Charles Franklin Craig, M.D., M.A., Colonel, 
United States Army Medical Corps (retired), D.S.M. Emeri- 
tus professor of tropical medicine, Medical School, Tulane 
University. Second edition, 56 illustrations and 7 colored 
plates. Lea & Febiger, Philadelphia, 1948. 

Colonel Craig’s Laboratory Diagnosis of Protozoan Dis- 
eases now appears in a second edition made necessary by the 
additional data documented since 1942 and by exhaustion of 
the first edition. The new edition is enlarged by 35 pages, 
two illustrations, and three colored plates. It thoroughly re- 
views advances of the last six years and retains the author’s 
masterly and highly authoritative judgments on practical 
methods of diagnosis. It includes detailed descriptions in 
terms of medical use of amebas and flagellates, leishmanias, 
trypanosomes, coccidias, malarial plasmodia and balantidium. 

It is distinctly supererogatory to criticize details in a text 
such as this. A few points only are deserving even of men- 
tion and these in no wise detract from the excellent quality 
of the book. In the diagnosis of amebiasis there are some 
workers who do not believe that the motile trophozoite (un- 
stained) can be safely identified in the average case by the 
average technician or physician. There is a difference of opin- 
ion as to the value of learning the detailed morphology of 
intestinal protozoa other than E. histolytica. This applies 
very strongly to the effort to teach such detailed morphology 
to medical students and physicians. Under the diagnosis of 
kala azar by gland puncture, it is not noted that superficial 
gland enlargements are common in patients in North China 
and are apt to be absent in other geographic areas. The 
work on pre- or exo-erythrocytic forms of malarial plas- 
modia, especially that during the last two years, might re- 
ceive more intensive description; and the practical diagnos- 
tic importance of examination of living (unstained) plasmo- 
dia is perhaps exaggerated. 

One of the most valuable features is the Critique of Diag- 
nostic Methods in each section. This puts at the reader’s 
disposal the ripe judgment of the author on the selection 
and interpretation of methods, These sections are character- 
ized by balance, restraint, undeviating adherence to prac- 
ticality and they summarize the subject superbly. 

The volume itself has the advantage, particularly for a 
laboratory manual, of lying flat when opened. The typog- 
raphy and proofreading are in keeping with the standards of 
perfection that we have come to associate with all of the 
author’s publications. The indexing is fully adequate and 
accurate. The author can be congratulated on this thoroughly 
excellent text. It is a “must” for every laboratory of clin- 
ical medicine, either private or public. 
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TUBERCULOSIS, A Discussion of Phthisiogenesis, im- 
munology, Pathology, Physiology, Diagnosis and Treat- 
ment. By Francis Marion Pottenger, A.M., M.D., LLD., 
F.A.C.P. Emeritus professor of medicine, University of 
Southern California, medical director of the Pottenger 
Sanatorium and Clinic for Diseases of the Chest, Monrovia, 
California. Price $10.00. Pages 597, with 105 illustrations 
and charts. The C. V. Mosby Co., St. Louis 3, 1948. 

This book is well printed, accurately proofread, on good 
paper and satisfactorily bound. Though called “Tuberculo- 
sis” it deals almost exclusively with pulmonary tuberculosis. 
Here is the epitome of fifty years’ study by one of the out- 
standing clinicians of our times. The tone of the book is set 
in the preface. “In these pages I shall frequently question 
accepted ideas, and in the development of my subject I shall 
attempt to give the facts, and when the truth is not clear I 
hope my presentation will be guided by logical discussion. . . . 
We have arrived at the place where every one of our theories 
must be subjected to careful scrutiny. . . . I have found I 
can work best when I can give a reason either for believing a 
certain thing or for following a certain course; or when I can 
say to myself positively that I do not know.” 

The author believes that tuberculosis is a relatively mildly 
infectious disease, often healing spontaneously. The case for 
the endogenous source of the bacilli in producing clinical 
tuberculosis is well presented, almost convincingly. The ex- 
planation of why the apex is most commonly invaded is excel- 
lently done, with special emphasis on the newer work of 
Cournand showing that the apex is practically anemic when 
the body is erect. Physical diagnosis is emphasized, particu- 
larly inspection and palpation. Many will applaud his belief 
in the limited values of auscultation. 

The basis of all treatment is rest, flat in bed, the pulmonary 
apex level with the heart, adequate diet, agreeable surround- 
ings and peace of mind. Surgical procedures are not needed 
as often as they are employed, but do have a definite place 
although as a wag put it recently “not to the point of bilat- 
eral pulmonectomy.” The fact that pneumothorax is often a 
means of keeping control over a patient should not bind us 
to the realization it would be frequently unnecessary if the 
patient would stay in bed long enough. A good argument is 
advanced for the therapeutic use of tuberculin which prob- 
ably will meet opposition. However, the reader should hear 
the author out to the end. 

The captious critic may always find much to argue about. 
However, these comments appear justified: On pages 192, 
334, 472 and elsewhere the author seems to assume there is 
fermentation and formation of gas in the stomach. On page 
302 the patch test is called unreliable. In presenting almost 
every case, the author elicits an antecedent history of “influ- 
enza.” Most of us, except in epidemics, use this word to 
cover a vague syndrome of fever, malaise and variable pain. 
It is more scientific to suppose these prodromal symptoms are 
actually due to the known existing tuberculous infection 
rather than the convenient catch-all “influenza.” Many will 
wonder why strychnia and digitalis are mentioned for long 
continuing pulmonary hemorrhage and no word is said of 
transfusion. 

There is much repetition, possibly unavoidable in text- 
books, and the book could be used less strenuously if the 
illustrations and charts were turned upright so that constant 
shifting was unnecessary. But in general it is excellent. The 
open-minded, non-dogmatic approach to each problem, the 
frequent avowals of complete ignorance, the candid declara- 
tions that the author is guessing, the cold disdain of many 
medical “truths,” all warm the cockles of a skeptical heart. 
Here is no doddering senile, but the agile mind of a brilliant 
scholar far below his chronological age. A hundred years 
from now, when tuberculosis is unknown in this country, this 
may well be the one book medical scholars will study to re- 
capture the mature judgment of our day that led to the abo- 
lition of the white plague. 
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TEXTBOOK OF PUBLIC HEALTH (Formerly Hope and 
Stallybrass). By W. M. Frazer, M.D., Barrister-at-Law, 
Gray’s Inn Medical Officer of Health, City and Port of 
Liverpool; and C. O. Stallybrass, M.D. (State Medicine), 
Deputy Medical Officer of Health, City and Port of Liver- 
pool. Twelfth Edition. The Williams and Wilkins Com- 
pany, 1948. $6.50. 


This book is one of the most successful texts written for 
the public health workers of Great Britain. It incorporates 
in the presentation of the principles of public health all 
relevant British legislation. Besides purely environmental 
problems and those of control of communicable disease, the 
book includes the important aspects of maternal and child 
hygiene, school medical service, genetics, mental hygiene, 
welfare of the blind, hospital administration and social serv- 
ices. The latter two subjects in particular have been ex- 
tended very greatly by the recent legislation of the Labor 
government and the authors have taken great pains to bring 
their text completely up-to-date in those matters. 


The book could serve as a useful reference volume for one 
wishing to compare British and American practices. Thus 
from it the American professional public health worker may 
glean useful ideas. However, it is focused so strongly on 
British procedures that the American medical student or 
practitioner would use it infrequently. Furthermore, even 
in the generally admirable chapters on epidemiology and 
infective diseases for which Stallybrass is world-famous, one 
seeks in vain for mention of residual DDT spraying, active 
immunization against tetanus or the congenital sequelae of 
rubella in early pregnancy, to mention three widely divergent 
subjects. While indispensable for the British Medical Officers 
of Health, C.P.H. and D.P.H. students, its main place in 
America would be in medical libraries and in libraries of 
larger health departments. 


A TEXTBOOK OF BACTERIOLOGY. By R. W. Fair- 
brother, M.D., D.Sc. (Man.), F. R. C. P. (Lond.), Director 
of the department of clinical pathology, Manchester Royal 
Infirmary; special lecturer in bacteriology, University of 
Manchester; late deputy director of pathology, 2ist Army 
Group (Col., R. A. M. C.). Fifth edition, 1948, 480 pages with 
5 plates and 13 illustrations. Fabricoid. Grune & Stratton, 
Inc., 381 Fourth Avenue, New York City 16. Price $6.00. 


The present edition of the excellent and well-organized 
textbook takes cognizance of some of the newer knowledge 
of bacteriology accumulated during the war. As a condensa- 
tion it will again be welcomed by students of both biology 
and medicine, since the essentials are succinctly summarized 
in the tables and a few illustrations. Unfortunately, Plates 
I, II and III are so schematic that they give but a fleeting and 
not absolutely correct impression. Plate IV in particular is 
quite unsatisfactory. The critical American reader will doubt- 
less find minor inaccuracies and significant omissions. For 
example, in Chapter XX, nothing is said regarding the high 
therapeutic value of the sulfonamides in bubonic plague. 
On page 363 it is stated that the “spores of Cl. botulinum 
are relatively resistant to the action of heat.” Although for 
the majority of European strains of Clostridium botulinum 
this statement is correct, as far as it applies to American 
strains it is a definite understatement. Even in a short text- 
book it is advisable to express spore resistance in a time- 
temperature equation. Notwithstanding these inadequacies, 
the book will prove valuable as an introduction to a course in 
bacteriology. 


DIABETES MELLITUS IN GENERAL PRACTICE. By 
Arthur R. Colwell, M.D., associate professor of medicine 
and director of medical specialty, Northwestern University 
Medical School. The Year Book Publishers, Inc. $5.25. 


This is a poorly written book which fails utterly in its 
purpose of clarifying the treatment of diabetes to the aver- 
age practitioner. 





